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The shortest route in oral androgen therapy — 
by-passing the liver 

















With Metandren Linguets the transmucosal absorption of methyltestos- 
terone permits direct passage into the bloodstream—by-passing the in- 
activating action of the liver and destruction by the gastric contents. 
The response to Metandren Linguets approximates that of injected 
androgen, 
Metandren Linguets for buccal or sublingual administration provide 
methyltestosterone about twice as potent per milligram as unesterified 
testosterone. ! 
Metandren Linguets also provide —economy for the patient * convenience 
for doctor and patient » freedom from fear of injection « easily adjusted, 
uniform dosages. 
Metandren Linguets are supplied in tablets of 5 mg. (white, scored) and 
10 mg. (yellow, scored); bottles of 30, 100 and 500. 
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You can prevent atiacks in angina pectoris 


Prolonged protection 

While Peritrate has been found effective in 
reducing the number of attacks in almost 80 
per cent of patients,” comparison with nitro- 
glycerin disclosed that Peritrate exerted “... a 
marked modifying influe on the electro- 
cardiographic response to standard exercise . . . 
comparable to [results] obtained with glyceryl 
trinitrate.”’ Unlike glyceryl trinitrate, this “im- 
proved response could be elicited as long as four 
to five hours after administration of the drug.”! 
Simple regimen 


Together with significant improvement in the 


EKG,!* Peritrate prophylaxis will reduce the 
nitroglycerin need in most angina pectoris pa- 
tients.* A continuing schedule of only 1 or 2 
tablets 4 times daily will usually 
1. reduce the number of attacks in almost 

80 per cent of patients* 

reduce the severity of attacks which 

cannot be prevented. 
Available in 10 mg. tablets in bottles of 100, 
300 and 5000. 


1. Russek, H. I.; Urbach, K. F.: Doerner, A. A., and Zohman, 
B. L.: J.A.M.A. 153:207 (Sept. 19) 1953 

2. Humphreys, P., ef a/.: Angiology 3:1 ( Feb.) 1952. 

3. Plotz, M.: New York State:J. Med. 52:2012 (Aug. 15) 
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Peritrates 


TETRANITRA 


(BRANE F PENTAERYTHRITOL T ) 


NEW YORK 
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a potent 
peripheral vasodilator 


CIBA 





hydrochloride 
(tolazoline hydrochloride CIBA) 


Orally and parenterally 
effective, intra-arterially 

as well as intramuscularly 

and intravenously. 

Of proved value in peripheral 
ischemia and its sequelae: 
pain, loss of function, 
ulceration, gangrene, and other 
trophic manifestations. 


Comprehensive information on 
intra-arterial as well as 

other therapy with Priscoline 

is available upon request 

to the Medical Service Division, 


CIBA Pharmaceutical Products, Inc. 


Summit, New Jersey. 


Priscoline hydrochloride 
is available as tablets containing 25 mg, 
as elixir containing 25 mg. per 4 ml., 
and in 10-ml. multiple-dose 
vials containing 25 mg. per ml. 
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when dermatoses 
cause social confinement 
ALMAy tar bath 
speeds reliel 


Immediate remission... 
for the pruritus that accompanies most 
dermatological disturbances. 


Promotes healing... 
through stimulating action. 


therapeutically effective in 


atopic dermatitis, eczematous dermatoses, pruritus, 
psoriasis, seborrheic dermatitis. 


esthetically acceptable 
will not discolor skin, hair or bathtub. 


ALLMAN 
TAR BATH 


contains Juniper Tar (Oil of Cade) ina 
water-miscible base. Body should be submerged for 
about 10 minutes in a tub of water containing two to 
four tablespoonfuls of Almay Tar Bath. Room and 
water should be at body temperature... 


Supplied... 8 fl. 02., gt. gal. 


JUNIPER TAR OINTMENT ...49% Oil of Cade in bland base...1 oz. tube, 4 oz. & 1 Jb. jar 
ALMAY TAR SHAMPOO ...4% Oil of Cade in mild shampoo... bottles 8 fl. oz., qt. 


also AtNtAw crude coal tar products... 


COAL TAR SOLUTION, N.F. ... bottles 4 fl. oz., 8 fl. oz., gal. 
L.C.D. OINTMENT . . . 5.83% Crude Coal Tar in non-staining base... tubes, 1 0z., jars 1 Ib., 5 Ib. 


for full descriptive literature and tar bath samples write 


ALMNI aw Division of Schieffelin & Co., 28 Cooper Square, New York 3, N. Y. 


ALMAY hypoallergenic beauty aids for the woman who is allergic or has sensitive skin. Skin Care 
essentials, make-up aids ,.. hair care... hand and nail care... Write for full literature. 
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“An evolved antacid 
with a therapeutic mosaic 


of effects’’' 


Balanced ingredients avoid Rapidly disintegrating 
diarrhea or constipation tablet provides fast 
acid neutralization 














Fast-acting Balanced formula assures 
antacids promote high antacid capacity 
quick relief 
of distress Slow-acting 


antacids afford 
sustained acid 
neutralization 


Unique vegetable gum 
supplies mucilaginous 
shield to ulcer crater 


Ulcer shield enables 


efficient healing Special protein 


binder controls and 
prolongs antacid 

activity, preventing 

oe acid rebound 


prescribe TRE VIDAL 


IN EACH TABLET: © 


—- Aluminum hydroxide gel, dried . . . . . . . 90mg. 
oe ene ee a ee 
ee, Magnesium tfisticate =< ©. ww... eg: 
apeomey Shipped ter Magnesium carbonate... . . . . . . Omg. 
Sasy CUTS. EyGNOTT 6 ew a ee. 

ee . 100 mg. 
*Trade Mark +Protein binder from oat ~Cyamopsis tetragonoloba gum 
1¢. B. DeCourcy, and C. Rhomberg, Staff. Conf. DeCourcy Clinic, 26, June 15, 1954 


Organon INC. + ORANGE, N. J. 
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Papers and authors you 
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in the November issue 
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Occult Gastrointestinal Bleeding in 
the Aged Masquerading as Cardiac 
Disease frequently leads to a wrong 
diagnosis, writes Frederick Steig- 
mann of the Department of Med- 
icine, Cook County Hospital, Chi- 
cago. Since many patients with 
gastrointestinal disease have mild 
coexistent cardiac disease, their 
symptoms may improve for a short 
time under cardiac management, 
thus postponing recognition of the 
more serious underlying condition. 
Occult bleeding from the gastroin- 
testinal tract should be looked for in 
every patient who presents himself 
with mild symptoms such as weak- 
ness, dyspnea, pallor, and edema. 


Vein interruption and complemen- 
tary anticoagulant therapy is strong- 
ly recommended in cases of venous 
thrombosis complicated by  pul- 
monary embolism by Jack A. Can- 
non and Wiley F. Barker, surgeons 
at the University of California Med- 
ical Center and the Veterans Ad- 
ministration Center in Los Angeles. 
Writing on Indications for Vein In- 
terruption in the Treatment of 
Venous Thrombosis, they cite expe- 
riences and results with a series of 
62 patients with pulmonary embo- 
lism seen at Wadsworth General 
Hospital between March 1950 and 
April 1953, of whom some received 
no treatment; some, anticoagulant 
therapy ; some anticoagulant therapy 
combined with surgery; and some, 
surgery alone. The histories of three 
cases in the surgically treated group 
are analyzed. 


The fact that detection of renal 
tumors when they are in the early 
curable stage is possible only if each 
case of hematuria is given complete 
urologic study, is stressed by Russell 
B. Roth, Anthony F. Kaminsky, and 
Elmer Hess of the Urological De- 
partment, St. Vincent’s Hospital of 
Erie, Pennsylvania, writing on Sur- 
gical Management of Renal Tumors. 
Not every persistently bleeding kid- 
ney needs to be sacrificed, but per- 
sisting unilateral hematuria is an in- 
dication for nephrectomy if the diag- 
nosis of tumor is supported by any 
shred of evidence derived from 
pyelography, perirenal air insuffla- 
tion, aortography, or cytologic study 
of urine sediments. 

e 
Bronchologic Aids in Diagnosis are 
supplementary to other methods of 
investigation of pulmonary diseases, 
and are indicated whenever the exact 
nature of a disease is not clear from 
physical, roentgenologic, and labora- 
tory data, writes Louis H. Clerf, 
head of the Department of Laryngol- 
ogy and Broncho-Esophagology of 
Jetferson Medical Center, Phila- 
delphia. He discusses the use of the 
bronchoscope in such conditions as 
bronchial obstruction, atalectasis, 
benign neoplasms, bronchogenic car- 
.cinoma, and pulmonary suppuration. 
Direct visualization through a bron- 
choscope will often determine the 
nature of the lesion and treatment 
may then be planned intelligently. 

e 
For these and other articles, reviews, 
abstracts, and special features, read 
every issue of Geriatrics. 
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first and only 


aqueous 
therapeutic 
vitamin formula 
with minerals 
in a 
single capsule 


Vi-aquamin 
therapeutic 


faster, more complete ab- 
sorption and utilization (up 
to 300% better) of normally 
oil-soluble vitamins A, D, E, 
made water-soluble.* 


all ‘‘essential”’ vitamins and 
minerals including vitamins 
A, Bi2 and E; calcium, phos- 
phorus, iron, cobalt, and 
other trace minerals. 


@ 


moderate in cost 


Available in botties of 30, 50, 100 
and 500 capsules. 


Literature and samples available 
upon request. 


vi-aquamin therapeutic 


just one capsule provides: 


Vitamin A* . . . 25,000U.S.P. Units 
Vitamin D*(calciferol) 1,000 U.S.P. Units 
Ascorbic Acid (C). . . . . 150mg. 
Thiamine HCI(Bi). . . . . 10mg. 
Niacinamide .... . . 100mg. 
Ribonavin (B92)... « . s % 5 mg. 
Pyridoxine HCI (Bg) . .. . 1 mg. 
Vitamin Big. . «=... «. Simbg. 
d,Calcium Pantothenate . . 5 mg. 
di, Alpha Tocopheryl Acetate (E)* 5 mg. 
Dicalcium Phosphate . . . 200mg. 

(Calcium .. . 58mg.) 

(Phosphorus. . 45 mg.) 
Ferrous Sulphate Exsiccated . 100 mg. 

Gren... ss OOM 
Copper. os so we 6 ee, 
HORA 5s. a) a BA ty Se 
Manganese ....... 1 mg. 
Magnesium 2. 6 6. & & » 6 mg. 
PANG s. hia ne. By ee eee 1 mg. 
Comeltt . . ss. s ss so SUM 
Molybdenum .... . . 0.2 mg. 


*Oil-soluble vitamins made water-soluble with 
sorethytan esters; protected by U. S. Patent 
2,417,299. 




















Vv u.s. vitamin corporation 


Casimir Funk Labs., Inc. (affiliate) * 250 E. 43rd St., New York 17, N.Y. 
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NEW 


for the prevention of contact der- 
matitis due to primary irritants and 
sensitizing agents 


ay Oe cele) > 


PROTECTS against initial contact 


HELPS PREVENT recurrence of a dermatitis 
after healing 













"K ERODE X” provides a protective coating . . . invisible, yet strong . . . as 
elastic as the skin itself. “Kerodex” is recommended for the prevention of housewives’ eczema, 
“dishpan hands,” chafing and diaper rash, inflammation due to body fluids and discharges. A 
vast range of occupational dermatoses may also be prevented with "ME RODEX’. 


nonirritating and nonsensitizing 


2 TYPES AVAILABLE 
“KERODEX” No. 71 (water-repellent) 


: may be used with equal safety on 
for wet work protects against soaps, 


the face, hands, or any other area 


shampoos, bleaching and washing com- : 
of the skin 


pounds, fruit and vegetable juices, 
drugs in water solution, acids, alkalis, etc. \\, 
“KERODEX” No. 51 (water-miscible) wu’) keeps pores and follicles free 


for dry work protects against dust, from foreign matter 





gtime, garden soil, solvents, paints, 
cleaning fluids, oils, grease, etc. ) easy to use—economical— 
Each type is supplied in 4 oz. tubes \ esthetically acceptable 

and 1 Ib. containers. 


Literature available on request 








Gyr NEW YORK, N. Y. MONTREAL, CANADA 











Latest clinical report proves cortisone no better 
than aspirin in the treatment of rheumatoid 
arthritis. 

On May 29th, 1954, the Joint Committee of 
the Medical Research Council and Nuffield 
Foundation published a most significant finding 
on arthritis therapy—that “for practical purposes” 
there appears to be “surprisingly little to choose 
between cortisone and aspirin.””' 

“Sixty-one patients in the early stages of rheu- 
matoid arthritis... have been allocated at random 
to treatment with one or other agent (cortisone 
30 cases, aspirin 31 cases)... 

“Observations made one week, eight weeks, 
thirteen weeks, and approximately one year after 
the start of treatment reveal that the two groups 
have run a closely parallel course in nearly all 
the recorded characteristics—namely, joint ten- 
derness, range of movement in the wrist, strength 
of grip, tests of dexterity of hand and foot, and 
clinical judgments of the activity of the disease 
and of the patient’s functional capacity.”! 

These findings spotlight an earlier report that 
“aspirin in large doses has definite beneficial re- 
sults closely akin to those received from ACTH.” 


Cortisone vs. Salicylate in Rheumatoid Arthritis 


High gastric intolerance to aspirin noted among 
arthritics—a problem easily met by the use of 
BUFFERIN. 

In this latest study, the side-effects recorded 
for both groups “were equal in the early months 
of treatment but became less in the aspirin group 
as time passed.””' 

Of clinical significance, however, is the high 
percentage of gastric intolerance to straight as- 
pirin found among the arthritic patients—42% 
as against 3 to 10% variously reported for the 
general population.*:4 

Earlier investigations reveal the disadvantages 
of using sodium bicarbonate with aspirin- 
namely, the lowering of blood salicylate levels 
and the possible retention of the sodium ion.” 

BUFFERIN offers an answer to this problem. 

Unlike straight aspirin, BUFFERIN is well tol- 
erated, even when given in large doses.‘ 

BUFFERIN contains no sodium, It combines 
aspirin with two antacid and buffering agents 
which protect the gastric mucosa against irrita- 
tion from salicylates—at the same time provid- 
ing faster absorption of salicylates into the 
blood stream. 

REFERENCES: 1. Brit. M. J. 1:1223 (May 29) 1954. 2. M. 


Times 81:41 (Jan.) 1953. 3. J. Am. Pharm. Assoc., Sc. Ed. 
39:21, 1950. 4. Ind. Med. 20:480 (Oct.) 1951. 





pain without upsetting the stomach. 


BUFFERIN’s analgesic ingredient. 


bonate. 


bottles of 100. 





BUFFERIN" should be used for the long continued 
salicylate dosage required by ARTHRITICS 


. because BUFFERIN provides relief of arthritic 


. because BUFFERIN’s antacids effectively prevent 
gastric irritation and speed the absorption of 


. because BUFFERIN’s antacids do not lower the 
blood salicylate levels, as does sodium bicar- 


Each BUFFERIN tablet combines aluminum glycinate and 
magnesium carbonate with 5 grains of acety!salicylic 
acid. Available in vials of 12 and 36 tablets and in 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, New York 





BUFFERIN 
ACTS TWICE AS FAST AS ASPIRIN 
DOES NOT UPSET THE STOMACH 





























LEGS AND FEET 


feel better—look better with AC E 


| full-footed elastic hosiery for men 


Handsome, comfortable and therapeutically correct, ACE Elastic 
Hosiery provides the first full-footed elastic hose for men who require 
support of leg structures. Your patients will cooperate more readily 
when you specify ACEElastic Hosiery for Men, for these smart-looking, 
knee-length hose not only resemble regular nylon socks, but also 
eliminate the need for overhose. 


Available in burgundy color — 4 foot sizes: 10, 11, 12 and 13, 





ACE and B-D, T.M, Reg. U.S. Pat. Off. 








Becton, Dickinson AND COMPANY, RUTHERFORD, NEW JERSEY 




















Ouestions 


and Mnswers 


Question: \ 41-year-old woman with 
longstanding allergy has had a persist- 
ent hacking cough and much expec- 
toration, especially in the morning. 
Some wheezing can be heard over 
the lungs. Roentgenograms reveal a 
denser hilus on both sides with cal- 
cified infection in the lower left lobe. 
Sputum shows 14 per cent eosino- 
phils but is otherwise negative for 
tubercle bacilli. No treatment has 
given more than slight temporary 
improvement. 
M. D., Massachusetts 


Answer: Apparently this woman has 
allergic bronchitis. Inasmuch as 
expectoration is profuse, broncho- 
scopic and bronchographic exam- 
inations may be advisable to deter- 
mine whether secondary infection 
has caused demonstrable damage 
to bronchi. 

If these examinations are unre- 
vealing with nothing more evident 
than allergic bronchitis, respon- 
sible allergens may be determined. 


Question: What can be done to re- 
lieve a man who has 
suffered for about a year from ex- 
cessive flatulence with frequent emis- 
sion of flatus? The patient is a light 
eater and is in good condition except 
for cardiac insufficiency upon exer- 
tion. He had an f cardiac 


62-y ear-old 


attack of 
lecompensation about two years ago. 


M.D., New Jersey 


Answer: The flatulence may be a re- 
sult of the cardiac condition. With 
impaired circulation of the gas- 
trointestinal tract, gaseous ex- 
change is disturbed. Some of the 
gas may be air swallowed during 
spells of dyspnea, particularly at 
night. The basic therapeutic pro- 
cedure is improving the cardiac 


Readers are invited to submit questions on 
the clinical problems of geriatrics. All 
quest.ons received will be answered by 
letter and selected questions will be pub- 
lished. Address inquiries to Editorial 
Department, Geriatrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 





status to eliminate the flatulence. 

Diet regulation and attention to 

bowel function would help. Oxy- 

gen inhalations may also be tried. 
e 


Question: An asymptomatic tumor 
was found to the right of the hyoid 
bone in a 56-year-old man. The tu- 
mor is | in, in diameter and is prob- 
ably a thyroglossal cyst. Is removal 
advisable? What other diagnosis is 


M. D., Illinois 


possible? 

Answer: Masses in the midline of 
the neck can be thyroglossal cysts 
which may appear suddenly at 
any age. However, adenomas of 
aberrant thyroid tissue should be 
considered as well as carcinoma in 
aberrant thyroid tissue or in a per- 
sistent thyroglossal duct. Bron- 
chial cyst may occur in the mid- 
line but is usually found in ante- 
rior medial triangles of the neck. 
Tumor in the side of the neck can 
be papillary carcinoma of the thy- 
roid gland. 

A mass in the neck in the mid- 
line or the side of the neck may be 
a metastatic lesion from a malig- 
nant lesion in the nasopharynx, 
oral cavity, salivary glands, or 
larynx. These structures should 
be examined carefully to find a 
primary growth, Treatment would 
be directed to the primary condi- 
tion as well as to metastases. 

Diagnosis of the tumor will de- 
pend on pathologic studies of the 
excised tissue. The surgical pro- 
cedure should be based on the 
diagnosis. A thyroglossal or bron- 
chial cyst should be removed and 
the persistent embryonic tract 
should be entirely excised. If the 
tumor is malignant, the patient 
should be prepared for a radical 
excision of neck structures. 


















THE FLEET ENEMA oisposaste unit 


FOR OFFICE, CLINIC, HOSPITAL, OR HOME USE 


For proctoscopy and sigmoidoscopy”) 


For preoperative cleansing and postoperative use” 
To relieve fecal or barium impactions”** 

For use in collecting stool specimens” 

As a routine enema 


In ready-to-use polyethylene “squeeze bottle’... sanitary rectal tube sealed in 
cellophane envelope . . . distinctive rubber diaphragm prevents leakage and controls 
rate of flow. Each single use unit of 41% fl. ozs.-contains in each 100 cc., 16 Gm. ; 
sodium biphosphaté and’6 Gm. sodium phosphate — an enema solution of Phospho-Soda 
(Fleet), as effective as the Usual enema of one or. two pints... provides complete 

left colon catharsis in two to five minutes. 


(1) Sweatman, C. A.: J. So. Carolina M. A., 49:38, 1953. (2) Marks, M. M.: Am. J. Dig. Dis. 18:219, 1951. 


(3) Hamilton, H., in Trans. 5th Am. Cong. Obst. & Gyn., Mosby, 1952, p. 69. (4) Burnikel, R. H., & Sprecher, 
H. Gi: Am. J. Dig. Dis. 19:191, 1952. (5) Marks, M. My, Personal Communications, 1952-53. - 


C. B. FLEET CO., INC. - LYNCHBURG, VIRGINIA 


‘Phospho-Soda’ and ‘Fleet’ are registered trademarks of C. B. Fleet Co., Inc. 
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New — Gentle eee 
Prompt... Thorough 
The FLEET ENEMA 

in the “squeeze bottle’ 


disposable unit 
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Musculature of the Lower Bowel 


HABIT TIME OF BOWEL MOVEMENT 


Defecation is a complex process, requiring the coordinated action of the rectal and 
anal musculature. As the sphincter muscles relax, the rectal muscles and the levator 
ani contract to achieve expulsion. In constipation, these structures are burdened by 
the additional effort required to move the hardened fecal masses. 


PETROGALAR helps keep the feces soft, moist, and easy to evacuate. It disseminates 


bland, unabsorbable fluid throughout the intestinal contents. Facilitating the restora- 
tion of regularity, PETROGALAR also helps maintain habit time of bowel movement. 


PETROGALAR 


Aqueous Suspension of Mineral Oil, Plain 


Supplied: Bottles of 1 pint 
Also available: Phenolphthalein PETROGALAR 





(Phenolphthalein, 0.3%); Alkaline PETROGALAR YY 
(with Milk of Magnesia); Unsweetened Petro- Wyeth 
GALAR; Cascara PETROGALAR (nonbitter fluid- ® 


extract Cascara Sagrada, 13.2%). Bottles of 1 pint Philadelphia 2, Pa. 
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A startling new trend in dietetic ther- 
apy is the fast-increasing use of 
fresh lemon juice in sodium- 
restricted diets. The real problem 
of the low sodium diet, according 
to doctors and nutritionists, is to 
keep unsalted foods from tasting 
flat, insipid. 

Thousands of patients have 
found that a good squeeze of fresh 
lemon juice added at the table 
transforms tasteless, unsalted 
foods into tempting, appetizing 
ones. The sharp tang and aromatic 


flavor of fresh lemon compensate 
for the absence of salt. Meats, 
vegetables, salads—in fact, prac- 
tically all foods—are made more 
flavorful with tangy, fresh lemon. 

Fresh lemon juice has a very 
favorable sodium-potassium ratio. 
It has a negligible sodium content 
(approx. 1 mg per 100 cc), yet is 
relatively high in potassium (130 
mg per 100 cc). 

Wherever sodium restriction is 
advisable, the use of fresh lemon 
juice can be of genuine benefit. 


Sunkist fresh lemons 
® 





SPECIAL OFFER! NEW COOK BOOK FOR LOW SODIUM PATIENTS! 





“The Low Sodium Cook Book—Spe- 
cial Sunkist Edition,’”” by Alma Smith 
Payne and Dorothy Callahan, research 
dietitian, Massachusetts General Hos- 
pital, with introduction by Francis L, 
Chamberlain, M. D., M. Se. D. 


Sunkist Growers 
Section M-9510, Terminal Annex 
Los Angeles 54, California 


Please send me postpaid 


I enclose $ 


The cook book has 480 pages and 
contains hundreds of recipes. It is 
the most authoritative book of its 
kind. Available ‘now at the special 
price of only $1.25 (regular edition 
$4.00). Use handy coupon below. 


copies of The Low Sodium Cook Book. 


(Send $1.25 for each copy ordered.) 
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OUR 





ROFESSIONAL 


VITAL TO 
SURGICAL-GOODS 
DEVELOPMENT 





IN THIS ADVANCED AGE of modern surgical technics, the 
successful interpretation of new and improved surgical 
adjuvants is dependent, in a large measure, upon the pro- 
fessional guidance and active participation of the surgeon. 


THIS PROFESSIONAL PARTICIPATION is vital to Davol.. . 
and has resulted in a great variety of effective facilitants 
for medical and surgical care. Among the many appliances 
developed through the co-operation of surgeon and manu- 
facturer are the Davol Endotracheal Tubes, which insure 
a free airway for the patient under anesthesia. 


IN THE CASE of the Dr. Saklad Nasopharyngeal Airway, 
Davol experts worked closely with Dr. Saklad to arrive at 
an effective means of intubation. Only through Dr. Saklad’s 
professional supervision and assistance was Davol able to 
meet his specific surgical requirements. 

WHATEVER YOUR REQUIREMENTS in custom-made rub- 
ber surgical items, Davol is at your service. Our research 
staff is always open to suggestion and welcomes the 


opportunity to assist you. 






during surgery 





eo}, 
»y.\"(e) MRUBBER COMPANY 


1874-1954 PROVIDENCE 2, RHODE ISLAND 











UIDANCE 





INFLATABLE CUFF 
Used where completely 
gas-tight intubation 

is desired. 


DR. SAKLAD NASOPHARYNGEAL AIRWAY 


To overcome pharyngeal obstruction 


VINYL ENDOTRACHEAL 
For oral or nasal intubation, 
or as an airway in cases of 
labored breathing. 
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Gantrisin *Roche' is a single, soluble, 
wide-spectrum sulfonamide -- especially 
soluble at the pH of the kidneys. That's 
why it is so well tolerated...does not 
cause renal blocking...does not require 
alkalies. Produces high plasma as well 
as high urine levels. Over 250 references 


to Gantrisin’in recent literature, 
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“the regnous 


& sates 


It provides Gantrisin PLUS penicillin... 
for well-tolerated, wide-spectrum anti- 
bacterial therapy...in tablets of two 
strengths -- Gantricillin-300 for severe 
cases; Gantricillin (100) for mild cases -- 
and in an easy-to-take suspension for 


children == Gantricillin (acetyl)=-200 'Roche.* 

























































When there’s trouble in joints... 


arrest the severity of symptoms with 


SALPACINE 


Trademark 


wide-range analgesic for rheumatic disease 


Patients with rheumatic affections want symptomatic relief fast. Also, Doctor, they 
will appreciate it if treatment “does not cost too much.” 


SALPACINE works with welcome speed—at a cost to the patient of as little as 
12c per day. 


SALPACINE is an analgesic of broad therapeutic range. It combines the classical 
pain-relieving action of salicylate with the potentiating effect of PABA... the 
protective action of vitamin C in preventing depletion of ascorbic acid blood levels 
by salicylate . . . and the specific analgesic effect of colchicine, should the presence 
of gout be suspected. 


SALPACINE, in short, produces a broad therapeutic effect quickly and safely— 
at moderate cost. Each enteric-coated tablet contains: 


Sodium Salicylate. ........ 5 gr. 
Sodium p-Aminobenzoate... 3 gr. 
CROMER fn alcc a rsalsy 5s 1/350 gr. 
MACOTIAD FOES 6s Savio 6s 15 mg. 


Dosage: 1 or 2 tablets every 3 or 4 hours 


Supplied: Bottles of 100, 500, and 1000 tablets and 
on prescription at leading pharmacies 


THE VALE CHEMICAL CO., Inc., Allentown, Pa. WY 


Pharmaceuticals 





Physician's sample bottle available on request 



























BRAND 


“"RBemenenncoseesneeoee 


OF OXYTETRACYCLINE 





For the infections common to the 
fall of the year to which we all are heir, 
aprescription of choice among physicians 
the world over is often 


Terramycin 


Worldwide experience over many years has 
established this well-tolerated, promptly 
effective, broad-spectrum antibiotic as an 
agent of choice in the treatment of infections 
due to susceptible gram-positive and gram- 
negative bacteria, rickettsiae, spirochetes, 
certain large viruses and protozoa. 


Supplied in convenient dosage forms 
required for individualized regimens: 
Terramycin Capsules, Tablets (sugar 
coated), Pediatric Drops, Oral Suspension, 
Intravenous, Intramuscular, Ophthalmic 
(for solution), Ophthalmic Ointment, 
Ointment (topical), Vaginal Tablets, 
Troches, Otic, Nasal, Aerosol, Soluble 
Tablets and Topical Powder. 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 


Division, Chas. Pfizer & Co., Inc. 
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TRULY THERAPEUTIC 
LIPOTROPIC DOSAGE 


Choline ChiGtide: ..<.sccccccacessnscsccccesoses 240 mg. 
(equivalent to choline dihydrogen 
citrate 500 mg.) 

WURDSINGN $csiccasscccncsecepepcnnecasuysseassacunasens 200 mg. 


To assure your patients more effec- 
tive lipotropic therapy with much 
greater freedom from gastric disturb- 
ance, the Gericaps formula provides 
synergistic proportions of choline and 
inositol to afford lipotropic activity 
approximating one gram of choline 
dihydrogen citrate. 


ee oneoe 


PLUS 


Ascorbic acid 12.5 mg. 
Rutin .. 20 mg. 
To prevent and correct the capillary 
fault frequently encountered. 








NINN PR checconk conc ebtens vcs sssevecenss 1000 units 
Thiamine hydrochloride ...............s000 1 mg. 
RUM INMAN NE a ssc ty chnestadicedscecsse sch esscsecevcsaces 1 mg. 
Rp esos cptr eestness vacuienséecveiccovees 4 mg. 
Pyridoxine hydrochloride .............. 0.25 mg. 
Calcium pantothenate ..............cseees 1 mg. 


To compensate for shortages in fat- 
restricted diets. 


Indicated particularly in cirrhosis, atherosclerosis, coronary 
artery disease, diabetes. Usual dosage 2 capsules t.i.d. 


Supplied in bottles of 100. 


Complete clinical data on request 






you can duplicate these results 
in control of bleeding... 

















Conclusions from a 1954 report on KOAGAMIN 
in the American Journal of Surgery 


rapid "acts promptly — usually with 1 or 2 injections 
safe . - nountoward effects in over 11 years’ use 


facilitates surgical procedures 


prophylactically tends to reduce blood.loss 
‘ particularly valuable in general oozing 
therapeutically fully compatible with vitamin k 
saves blood | often obviates use of transfusions 


Joseph, M.: Am. J. Surg. 87:905, 1954 


® 


KOAGA ; N parenteral hemostat 


sample vial available* 


KOAGAMIN, an aqueous solution of oxalic 
and malonic acids for parenteral use, is supplied 


in 10-cc. diaphragm-stoppered vials. 


*Write Dept. G for your full-sized vial of KOAGAMIN 
and literature defining its many uses in everyday practice. 
By 
taltam CHATHAM PHARMACEUTICALS, INC, 


901 Broad Street, Newark 2, New Jersey 



















TEMPORARY 
EASEMENT 


with repeated drying out 

of the skin result from 
rapidly evaporating rubs, 
which also make skin 
susceptible to cracking and 
soreness. 


1000 CC. H2O 
1 CC. ALCOHOL 


Due to the marked affinity 
of alcohol for moisture, the 
contents of the 1 cc. 

pipette above, added to the 
1000 cc. of water, will be 
immediately dispersed 
through it. THUS alcohol 
tends to remove the natural 
moisture of the skin when 
applied to it. 


YOU CAN TEST 


Have You Adopted THE SKIN CARE METHOD that 


WRITES OFF BED SORES AND BED CHAFE? 


b softening, emollient rub—especially one which also reduces risk of 
infection . . . DERMASSAGE not only avoids the skin drying 
effects of earlier rubs, but gives positive protection against chafing 
and soreness. 
Have you adopted the skin care which 
defeats bed sores before they develop? 




















Positive Protection 


by lubrication follows routine use of DERMASSAGE— 
lotion type rub with germicidal hexachlorophene, 
oxyquinoline and other therapeutic values. 
DERMASSAGE enhances the benefits of massage and of 
routine body rubs, reduces bed sores and bed chafe 

. to rare instances 


MATERNAL MORTALITY? Steadily declining. 
SEVERE SURGICAL SHOCK? Frequency greatly reduced. 


BED SORES? Where DERMASSAGE therapeutic lotion rubs are 
- routine, practically a closed chapter in medical and nursing history. 


Even the vexation of minor sheet burns is reduced to the vanishing 
point in the overwhelming number of cases where DERMASSAGE 
care has been adopted. 


The reason for success of this method is as inescapable as most 
other scientific truths, once established: skin chafing and bed sores 
can be prevented in nearly every case by regular application of a 


dermassage 





DERMASSAGE 


to your unqualified 
satisfaction without 
cost. 









EDISON CHEMICAL CO. 
30 W. Washington, Chicago 2 


Please send me, without obligation, your Professional 
Sample of DERMASSAGE. 
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‘UROLOGY 
CLINIC 


“In addition to the hi $4 
has a CHRONIC NON URINARY TRACT INFECTION. 


Since prolonged treatm ecessary, a urinary antiseptic should 
be prescribed which « 


for prolonged therapy of chronic urinary tract infections 


MANDELAMINE’ 


“Reactions to Mandelamine are unusual and it is a rare patient who cannot or will 
not take this drug.”” 


“Because of its virtual lack of toxicity and its effective antibacterial action, 
Mandelamine is especially useful in circumstances in which the patient is not 
under constant medical supervision.”* 


Mandelamine is simple to administer . . . economical . . . highly acceptable to 
the patient. 1. Connecticut M. J. 14:994. 1950., 2. J. Urology 55:674, 1946. 


Adult dosage: 3 to 4 tablets t.id. Children: in proportion. 


NEPERA CHEMICAL Co., INC. 
PHARMACEUTICAL MANUFACTURERS, NEPERA PARK, YONKERS 2, N. Y. 


“Mandelamine” is a registered trademark of Nepera Chemical Co., Inc., 
for its brand of methenamine mandelate. 
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TOPICAL ESTROGEN THERAPY 


in atrophic 
or senile vac 


and pruritus vulv¢ 

















— 





Ortho” 
Diercst 
Crean 


vaginal estrogen therapy 








‘Guess I can still teach these 
young fellows a trick or two!” 



















Experience—and the ability to use it—make life in the 
later years fuller, more enjoyable, more profitable. 


Lederle geriatric aids provide convenient dietary sup- 
plements for a variety of individual needs. Helping 
older patients to get the maximum of happiness and 
efficiency from those later decades, they add “‘more 
life to years... more years to life.” 


f ]* 
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Geriatric Vitamin-Mineral Supplement Capsules 


yon 


xeriatric Vitamin-Mineral Supplement Liquid 


revral Protein 
Geriatric Vitamin-Mineral-Protein 
Supplement Powder 


\ 


Geriatric Vitamins-Minerals-Hormones Capsules 


f ] 
f Twry 
j 


the complete geriatric line 


#REG. U.S. PAT. OFF. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Gaanamid comranr PEARL RIVER, NEW YORK 


EACH GEVRAL CAPSULE CONTAINS: 








Vitamin A (as acetate) 5000 U.S.P. U, Thiamine HCI (B,) . 5meg. Ca Pantothenate........... 5 mg. 

125% MDR) (500% MDR) Choline Dihydrogen Citrate. .100 mg. 

Vitamin D (viosterol)..500 U.S.P. U. Riboflavin (Bz)..5mg. (250% MDR) i ee ere eee bE 

125% MDR) eee A ae ieee Ascorbic Acid (C)........ . 50 meg. 

Vitamin B12 | mnlesneran shippesbeanansorta . Seerey ft ) (166% MDR) 
Purified Intrinsic Factor Folie Acid... . seeeceeeeeee 1 mg. Vitamin E (tocopheryl 

Concentrate ..0.5 mg. Pyridoxine HCI (Bg).........0.5 mg. MOOR 4:0 chvenkoxcasue 10 L.U, 
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Rutin 25 meg. Phosphorus (CaHPO,)...... 110 mg. Magnesium (MgO)... oo, 2 
Iron (FeSO4). .. .10 mg. (100% MDR) Settee Mine 


; cs m e Boron (Na2B4O7-10H20).....0.1 meg. 
Iodine (KI)... .0.5 meg. (500% MDR) Copper (CuO) 1 me 


Calcium (CaHPO,) 145 mg. Fluorine (CaF 2). 0.1 me. MDR—Minimum daily requirement 
(19% MDR) Manganese (MnOg).......... 1 mg. for adults. 


Potassium (K2SO.4) 5 meg. 


Zine (ZnO).. .0.5 mg. 
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effect of mannitol 
hexanitrate 
lowers pressure for 4 to 6 hours 


New and Nonofficial Remedies: A.M.A. Council on 
Pharmacy and Chemistry, 
J.B. Lippincott, p. 248, 1953. 


Phenobarbital 


Marked diuretic oe ercaties 
action of theophylline ithout hypnosis 


most useful for promoting 


facilitates sodium excretion daytime relaxation 


Med. Times 81:266 (Apr.) 1953. - J.A.M.A. 147:1811 (Dec.) 1951. 


Ascorbic acid + rutin for 
capillary protection 
help to maintain capillary integrity 


Delaware State M. J. 22:288 (Oct.) 1950. 


f 
- Seca 
BRINGS THE PRESSURE DOWN SLOWLY \\ | / SAFELY 


Complete Medication for the Hypertensive 


Each Semhyten Capsule contains: Phenobarbital..4 gr.(15 mg.) 
Mannitol Hexanitrate....44 gr. (830 mg.) Rutin .........000..................10 mg. 
Theophylline ...............1% gr. (0.1Gm.) Ascorbic Acid ............ . 15 mg. 


Supplied: In bottles of 100, 500 and 1000 pink-top capsules. 
The S. E. MASSENGILL Company » Bristol, Tennessee 
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Cross section of active duodenal ulcer. 





Dramatic Remission of Ulcer Pain 


Pain of ulcer is associated with 


hypermotility; the pain is relieved when abnormal 


motility is controlled by Pro-Banthine.® 


i. studying! the mechanism of ulcer pain, it is 
obvious that there are at least two factors which 
must be considered: namely, hydrochloric acid 
and motility. 

““... Our studies indicate that ulcer pain in the 
uncomplicated case is invariably associated with 
abnormal motility. ... 

“Prompt relief of ulcer pain by ganglionic 
blocking agents .. . coincided exactly with cessa- 
tion of abnormal motility and relaxation of the 
stomach.,”” 

Pro-Banthine (6-diisopropylaminoethyl xan- 
thene-9-carboxylate methobromide, brand of pro- 
pantheline bromide) is a new, improved, well 
tolerated anticholinergic agent which consistently 
reduces hypermotility of the stomach and intes- 
tinal tract. In peptic ulcer therapy? Pro-Banthine 
has brought about dramatic remissions, based on 
roentgenologic evidence. Concurrently there is a 
reduction of pain or, in many instances, the pain 





and discomfort disappear early in the program 
of therapy. 

One of the typical cases cited by the authors? 
is that of a male patient who refused surgery 
despite the presence of a huge crater in the duo- 
denal bulb. 

“This ulcer crater was unusually large, yet on 
30 mg. doses of Pro-Banthine [q.i.d.] his symp- 
toms were relieved in 48 hours and a most dra- 
matic diminution in the size of the crater was 
evident within 12 days.” 

Pro-Banthine is proving equally effective in the 
relief of hypermotility of the large and small 
bowel, certain forms of pylorospasm, pancreatitis 
and ureteral and bladder spasm. G. D. Searle & 
Co., Research in the Service of Medicine. 





1. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., Jr., and Texter, 
E. C., Jr.: Mechanism of Pain in Peptic Ulcer, Gastroenterology 
23 :252 (Feb.) 1953. 

2. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: 
A Clinical Evaluation of a New Anticholinergic Drug, Pro- 
Banthine, Gastroenterology 25 :416 (Nov.) 1953. 
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When the years alone 





do not bring tranquility 





Rauwiloid 


THE Lecgdreal MSEROXYLON FRACTION OF RAUWOLFIA SERPENTINA 


Rauwiloid presents rauwolfia in 
its optimal form because Rau- 
wiloid is neither the whole root 
with undesirable, inert and un- 
necessary substances (such as yo- 
himbine-type alkaloids), nor is it 
a single alkaloid. Only Rauwi- 
loid, the original alseroxylon frac- 
tion of rauwolfia, provides the 


optimal, balanced action of the 


several desirable alkaloids of 


rauwolfia. 


Riker LABORATORIES, INC. 





Rauwiloid is indicated for the aging patient 
who is emotionally disturbed, agitated, tearful 
or anxious, as well as for those who are frankly 
psychotic. Rauwiloid is a valuable adjunct to 
psychotherapy, since it apparently reduces in- 
hibitions to the flow of associations. To be used 
with caution in severely depressed patients. 


e Allays anxiety, tranquilizes, lessens 
cantankerousness 


e Mildly hypotensive (after approximately 
two weeks), but only in hypertensive patients 


e Sedative, but nonsoporific, nonconfusing 
e Does not impair alertness 
e No known contraindications 


e For long-term use... virtually free from side 
actions 


e Easy dosage... merely two 2 mg. tablets at 
bedtime 


Clinical samples on request 





LOS ANGELES 48, CALIF. 








When your ears tell you that a patient may be 
“‘caffein sensitive,” he doesn’t have to give up drinking 
coffee. He only needs to give up drinking caffein. Why 
not suggest Sanka Coffee—97% caffein-free? 


New extra-rich Sanka is a wonderful coffee, Doctor. 
You'll enjoy it yourself. 


SANKA COFFEE PR white 


DELICIOUS IN EITHER INSTANT OR REGULAR FORM 











NEW- 
a sheer 


elastic stocking 
that gives 
perfect support, 
100 


Baver & Black De Luxe nylons exert 
therapeutically correct pressure 
from ankle to thigh—yet look like 
fine hosiery on the leg. 


You can be sure your patient will fol- 
low the elastic stocking regimen you 
prescribe when she wears Bauer & 
Black Sheer De Luxe nylons. They 
are truly inconspicuous—so sheer 
that your patient can wear them 
without overhose. 

And you can be sure she’s getting 
correct support, too. Bauer & Black 
Elastic Stockings are fashioned to 
the shape of the leg to assure proper 
remedial support at every point. 
Pressure diminishes gradually from 
ankle to thigh, gently speeding ven- 
ous flow. 

Fashionable light shade won’t dis- 
color. Light and cool. Easy to wash. 
Quick drying. Open toe for freedom 
and comfort. 

You make certain of both correct 
support and patient cooperation when 
you prescribe Bauer & Black stock- 
ings. That’s why more doctors pre- 
scribe them than any other brand. 


| (BAUER & BLACK) | 


ELASTIC STOCKINGS 


Division of The Kendall Company 
309 W. Jackson Blvd., Chicago 6, Illinois 
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FASHIONED FOR THERAPEUTICALLY ¢ | 
CORRECT SUPPORT 


BAUER & BLACK FASHIONED 
STOCKING knitted with rear- 
fashioning seam so that pressure 
is adjusted to leg contours, avoid- 
ing undesirable constriction. 
Pressure decreases gradually 
from ankle up, thus gently speed- 
ing circulation. 
Shading indicates correct pressure 
pattern of Baver & Black 
Elastic Stocking. 
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a — | IN ALL GRADES 
OF ESSENTIAL HYPERTENSION 








stoserpine, 





now regarded 


Increasing experience continues to show 
that Rauwolfia serpentina is as basic in 
as the essential hypertension as digitalis is in 
congestive heart failure. Furthermore, 

P n recent evidence* demonstrates that reser- 
chief active pine possesses the unique antihyperten- 
sive, sedative, and bradycrotic properties 

mn B characteristic of this unusual drug. On 
principle of the basis of this study, reserpine is re- 
garded by these workers as the chief 
active principle of Rauwolfia serpentina. 





Rauwolfia 


PE See ee 


Crystoserpine—reserpine, Dorsey—is 

* valuable in all grades of essential hyper- 

MH tension. In the milder forms and in labile 

Serpentina hypertension, it usually suffices alone. 

In the more severe forms, it reduces the 

amounts required of more potent anti- 
hypertensive agents. 


In addition to lowering blood pressure 





Wilkins, R. W.; Judson, W. E.; Stone, R. W.; by central action, Crystoserpine induces 
; Hollander, William ; Huckabee, W. E., and a state of calm tranquility. Emotional 

Friedman, |. H.: Reserpine in the Treat- tension is eased, the outlook improved. 

ment of Hypertension: A Note on the Rel- 

ative Dosage and Effects, New England J. There are no known contraindications to 

Med. 250:477 (March 18) 1954. Crystoserpine. Dose, 0.25 mg. to 1.0 mg. 


| daily. Supplied in 0.25 mg. scored tablets. 


SMITH-DORSEY 


* Lincoln, Nebraska 4 Division of THE WANDER COMPANY 














“These tablets 
keep the swelling down 
all day long.” 








TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN 





NORMAL OUTPUT OF SODIUM AND WATER 


Individualized daily dosage of NEOHYDRIN -- 1 to 6 tablets a day as needed == 
prevents the recurrent daily sodium and water reaccumulation which may occur 
with single-dose diuretics. Arbitrary limitation of dosage or rest periods to 
forestall refractivity are unnecessary. Therapy with NEOHYDRIN need never 
be interrupted or delayed for therapeutic reasons. Because it curbs sodium 
retention by inhibiting succinic dehydrogenase in the kidney only, NEOHYDRIN 
does not cause a side actions due to widespread enzyme inhibition 


in other organs. . Prescribe NEOHYDRIN in bottles of 50 tablets. 


There are 18.3 mg. of 3-chloromercuri-2-methoxy- 
propylurea in each tablet. 


Leadership in diuretic research 
LAKESIDE LABORATORIES, INC+-MILWAUKEE 1, WISCONSIN 






















Physiologic Basis for Salt 
Depletion Regimens in Disease States 


James S. McLester, M.v., and Howard L. Holley, m.v. 


ALT DEPLETION MEASURES have now been used as a therapeutic regimen 
for over fifty years and during the past decade they have enjoyed 
increasing popularity. Unfortunately, salt deprivation has not proved the 

innocuous procedure it was once supposed. Serious alterations in the normal 
fluid and electrolyte balance may follow abnormal loss of salt from the body.’ 
Renal failure and death have been reported resulting from such regimens.” 
With these serious alterations in mind, it seems timely to review more closely 
the physiologic basis for salt depletion measures in disease states. 

The salt content in the usual American diet averages about 6 to 9 gm. 
per day. The daily excretion, which approximates that ingested, is princi- 
pally effected by the kidneys and only a small amount is excreted in the 
sweat. The body’s ability to conserve its vital sodium content, probably 
mediated through the adrenal cortical hormones, is so efficient that in patients 
on salt-free diets, urinary concentrations of this cation may fall below 1 
mEq./l. in contrast to the usual 100-150 mEq./1.* 

Normally, a major portion of the sodium ion, together with that of 
chloride, is reabsorbed from the glomerular filtrate in the proximal renal 
tubules. The fraction of the sodium-containing filtrate reaching the distal 
tubules has been estimated as 12 per cent by one group of investigators and 
as 20 per cent by another.” * The excretion of these electrolytes is not simply 
JAMES SOMERVILLE MC LESTER, senior author, died on February 8, 1954, while this paper 

was in process of completion. An 1890 graduate of the University of Virginia, Dr. 
McLester was professor emeritus of medicine at the Medical College of Alabama, staff 
member of Jefferson-Hillman Hospital in Birmingham, and author of the textbook, 
Nutrition in Health and Disease. HOWARD L. HOLLEY, who was graduated from the 


Medical School of South Carolina in 1941, is associate professor of internal medicine at 
the Medical College of Alabama, and a staff member of Jefferson-Hillman Hospital. 
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a threshold phenomenon, but is conditioned by a number of factors, among 
which are: the glomerular filtration rate, plasma concentration of electro- 
lytes, concentration of the hormones of the adrenal cortex in the body fluids, 
and possibly some action of the posterior pituitary hormone." 

Apparently the tubular mechanism for transportation of the sodium ion is 
an intrinsic one, and it is only the rate of transport which is augmented by 
the hormones and other factors, as demonstrated in the isolated kidney of 
the heart-lung-kidney preparation. Such a kidney will continue to reabsorb 
a portion of the sodium from the glomerular filtrate. Apparently the relative 
amount of sodium in the glomerular filtrate that is reabsorbed in the proxi- 
mal tubule may increase somewhat with a decreasing filtration rate. If this 
be the case, and the distal tubule continues its reabsorption of sodium at a 
normal rate, there results a decreased sodium excretion.” With these factors 
in mind, the clinician directs his interest toward the indications for sodium 
restriction in disease states. 


RENAL DISEASE 


iF the acute phase of glomerulonephritis, it is postulated that glomerular 
blood flow and filtration rate are impeded by inflammatory swelling and 
by proliferation of the epithelium along capillary walls. Apparently the 
tubules retain their functional capacity. Therefore, with the slower flow 
of a smaller volume of glomerular filtrate through the tubular lumen, reab- 
sorption of excessive amounts of sodium will occur,’ with a greatly impaired 
renal excretion of sodium as a net result. This retention of sodium, together 
with that of water, produces or aggravates the edema which is usually present 
in acute glomerulonephritis. Certainly, there is good physiologic basis for 
restriction of sodium intake in this stage of the disease. 

The nephrotic phase of glomerulonephritis is usually characterized by 
marked edema, believed to be due largely to a loss of plasma proteins. Edema 
formation is also enhanced by abnormal renal retention of sodium. Increased 
glomerular filtration is present consequent to an increased glomerular per- 
meability, together with a low plasma osmotic pressure.” On the other hand, 
there is apparently an even greater increase in reabsorption rate of sodium 
and water in the tubules, resulting in a net deficit of sodium excretion, which, 
with associated water retention, creates an excess body fluid content. 

The propriety of salt restriction regimens could be questioned here, inas- 
much as the body appears to be engorged with sodium-poor fluid. However, 
any additional sodium made available for reabsorption in the tubules will 
result in even greater reabsorption of water, aggravating the edema. Thus, 
salt restriction is an accepted therapeutic measure in this disease state. 

The end-stage of chronic glomerulonephritis is characterized by marked 
impairment of renal function. Specifically, there is a reduction in renal blood 
flow, in glomerular filtration, and in the capacity for tubular work. Change 
in the tubular reabsorptive ability at this stage appears to exceed that of the 
glomerular damage, so that more filtrate is formed than the defective tubules 
can handle.’ When tubular function is diminished, the capacity for reab- 














BASIS FOR SALT DEPLETION REGIMENS #159 
sorption of basic ion from the glomerular filtrate, as well as the mechanism 
for the manufacture of ammonia, may be impaired. These two defects may 
result in loss from the body of excessive amounts of sodium as well as potas- 
sium.” Restriction of sodium intake at this stage of the disease will only 
serve to further derange the electrolyte metabolism. 

Necrotizing nephrosis is one of many terms (including crush syndrome, 
and lower nephron nephrosis) applied to the syndrome of acute renal failure 
that may follow shock, crushing injuries, transfusion of incompatible blood, 
and poisoning with various substances. The predominant pathologic change 
associated with this clinical entity is necrosis of the renal tubular cells.* 

The presence of anuria does not necessarily mean that glomerular filtra- 
tion is absent, but may actually be due to more or less complete reabsorption 
of the glomerular filtrate by the tubules that have been damaged in the disease 
process.” *” Such a reabsorption would result in excessive sodium retention. 
Certainly, in the proper care of these patients, sodium, as well as potassium 
and water, should be rigidly restricted. 

Fortunately, in some of these individuals, profound diuresis may begin 
in seven to twenty-one days after the onset of the syndrome. In this diuretic 
phase the excreted urine frequently approaches the composition of the glo- 
merular filtrate, indicating a profound lack of renal tubular reabsorptive 
capacity.” The body may consequently become depleted of its vital stores of 
sodium, and especially that of potassium. During this phase supplemental 
intake of sodium and potassium may be necessary to avoid excessive deple- 
tion of electrolytes from the body. 

HYPERTENSION 
[ INVESTIGATIONS indicate that a relationship exists between the 
sodium ion and certain hypertensive states. The reported remissions in the 
wide assortment of hypertensive patients maintained on a rice diet may be 
related largely to sodium restriction.’ The effectiveness of sodium restriction 
in some types of cardiovascular disease may indicate a relationship between 
this cation and the hypertensive syndrome."” 

Selye has shown conclusively that the sodium ion is necessary for the pro- 
duction of experimental hypertension by desoxycorticosterone,’* and Tobian 
has shown that it is essential to the production of hypertension in certain 
experimental conditions.’* The abnormally high sodium concentrations found 
in tissues from hypertensive patients, and in animals made hypertensive for 
experimental purposes, appears to suggest a linkage of abnormal sodium 
metabolism with hypertensive states.” 

Braum-Menendez suggests that salt and water metabolism may be of 
more clinical significance in the regulation of normal blood pressure in the 
body than has previously been recognized."* 

The medial layers of human renal arteries in autopsy material from hyper- 
tensive patients have a higher sodium content than have those of normoten- 
sive patients,'’ and muscle tissue in hypertensive patients possesses a similarly 
higher sodium content than does muscle tissue in normotensives. 
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Kylin and Elmquist reported a small series of serum sodium determina- 
tions in hypertensive patients, all of which showed a small but definite eleva- 
tion from the accepted normal.'* Holley and associates found serum sodium 
significantly higher in hypertensives than in normal individuals.’* Johnson and 
coworkers found the sodium content of the cerebrospinal fluids higher in 28 
hypertensive patients than that in a series of 100 normotensives.*’ 

This accumulating evidence strengthens the concept of the role played by 
excessive sodium ions in the production of the hypertensive syndrome, and 
this might offer a basis for sodium restriction therapy in this state. 


CONGESTIVE HEART FAILURE 


en SODIUM RETENTION is one of the chief pathologic and physio- 
logic alterations causing development of edema in heart failure. However, 
the fundamental mechanism responsible for this abnormality has been poorly 
understood and is still the subject of debate. Certainly, salt restriction 
measures are an integral part in the management of edema of heart failure. 

The fact that the renal tubules retain sodium in response to some of the 
adrenal corticosteroids has led investigators to implicate these hormones in 
cardiac decompensation. The earlier conclusion that the decrease in excretion 
of sodium by the kidneys resulted from a decreased renal blood flow was soon 
shown to be contrary to known facts. Decreases in both renal blood flow and 
glomerular filtration commonly occur without appearance of edema in indi- 
viduals with essential hypertension, chronic glomerulonephritis, and shock.” 

Although a reduction in renal arterial blood flow results in a slight fall 
in glomerular filtration rate, actual urine sodium values remain essentially 
normal. This was thought to be the result of a reduction in glomerular filtra- 
tion of sodium and water that was compensated for by a decrease in sodium 
reabsorption in the tubular epithelium.** Thus, the end product of sodium 
excretion shows little quantitative change. Similarly, an altered kidney mech- 
anism can be produced experimentally by elevation of the venous pressure, but 
resultant renal compensation returns the urine sodium value to normal within 
a short time.** Thus, sodium retention in heart failure cannot be fully 
explained by abnormalities in renal blood flow or venous pressure. 

Hepatic dysfunction appears to evoke sodium retention and ascites, possi- 
bly because poorly functioning liver tissue does not adequately inactivate 
adrenocortical hormones. These hormones are instrumental in provoking 
renal reabsorption of sodium. Ligation of the inferior vena cava above the 
hepatic veins causes retention of sodium and ascites, while ligation of the 
portal vein and the inferior vena cava below the liver fails to do so, the hepatic 
arterial circulation remaining essentially intact in the latter case.** 

Similarities in sodium excretion values have been found in patients with 
ascites due to parenchymatous liver disease and in those with ascites due to 
congestive heart failure.*? Likewise, diurnal sodium and water excretion 
values have been found to be similar in patients with portal cirrhosis and in 
those with congestive heart failure.” These patients excrete relatively more 
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sodium and water at night and relatively less during the day than do normal 
individuals. Improvement in liver function as a result of diminished conges- 
tion from night rest may account for this difference. 

The most potent of the known adrenal hormones promoting sodium reten- 
tion is a desoxycorticosterone-like steroid—the mineralocorticoid, which has 
been identified in the body fluids in relatively small but significant amounts.” 
This hormone is largely inactivated in the liver,”* so that the abnormal con- 
centrations from liver dysfunction promote excessive renal retention of sodium 
and water. No doubt other hormones with sodium-retaining activity, known 
to be metabolized by the liver tissue, are similarly involved. A substance 
with high sodium-retaining activity has been demonstrated in the urine of 
edematous patients with heart failure.” 

Such a pattern explains more rationally the abnormal mechanism that 
results in excessive sodium retention by the body in congestive heart failure. 


CIRRHOSIS OF THE LIVER 


= EDEMA and ascites of hepatic dysfunction may be brought about, at 
least in part, by retention of sodium. Certainly, the clinical picture of decom- 
pensated cirrhosis with edema and ascites cannot be explained entirely on the 
basis of portal hypertension and decreased concentration of serum albumin. 

Ricketts and coworkers found a decided diminution in the urinary excre- 
tion of sodium in 7 patients in whom the diagnosis of cirrhosis of the liver had 
been histologically established.*° In order to evaluate the influence of the 
decreased osmotic pressure on glomerular filtration of sodium, they adminis- 
tered salt-poor human albumin to these patients and found the defect in sodium 
excretion persisted. The sodium retention thus appeared to be due to an 
increased reabsorption of the sodium ion by the renal tubules. 

Goodyer and coworkers demonstrated excessive sodium retention in 2 
patients with cirrhosis after intravenous administration of 5 per cent saline.” 
In contrast, normal patients promptly excreted the excess salt. All patients 
had normal rates of glomerular filtration and renal plasma flow. Normal 
subjects and those with cirrhosis uncomplicated by ascites and edema excreted 
12 to 54 per cent of the administered sodium in a specified period, but patients 
with edema and ascites excreted only 0.2 to 10 per cent. Eisenmenger and 
coworkers had similar results, and also found evidence of more generalized 
sodium conservation, as shown in the low sodium content of sweat and saliva.” 

The liver plays an integral part in the metabolism of the adrenal cortical 
hormones. Reduction in urinary 17-ketosteroid and an increase in free urinary 
estrogens has been demonstrated in patients with liver disease.*” The salt 
retaining hormones, of which the mineralocorticoid is the most important, 
appear to be inactivated in the liver.*' 

Failure to inactivate salt-retaining hormones results in an abnormal eleva- 
tion in their concentration in body fluids. Such a condition readily lends itself 
to abnormally high reabsorption of sodium by the renal tubules. Other sodium- 
retention mechanisms may also play a part. Conn and his associates reported 
a decreased excretion of sodium in the sweat after desoxycorticosterone ace- 
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tate therapy.*° Other sodium-retaining hormones, known to be inactivated by 
the liver, may act similarly. 

Since the decompensated cirrhotic patient retains abnormal amounts of 
sodium, dietary salt restriction in an integral part in this therapeutic regimen. 
PREMENSTRUAL TENSION 
; PREMENSTRUAL SYNDROME of edematous weight gain and abdominal 
fullness followed by intramenstrual diuresis and relief of symptoms is well 
known. Abnormal salt retention is basically responsible for this distressing 
entity, since control and maintenance of the normal volume of extracellular 
fluid is fundamentally related to the metabolism of sodium and chloride. Recent 

studies have thrown new light on physiologic mechanisms involved. 

Estrogen oxidation products have marked anterior pituitary stimulating 
properties. On the other hand, intact estrogens and unoxidized estrogen 
products inhibit pituitary activity.*° Low levels of progesterone, such as occur 
premenstrually, apparently promote the oxidation of estrogens and presum- 
ably, therefore, hypophyseal stimulation.** Such stimulation is manifested by 
increased amounts of follicle-stimulating hormone, luteinizing hormone, and 
prolactin. A rapid rise in the urinary concentration of these products occurs 
prior to the onset of menses. In addition, depression of serum diastase, present 
at this phase, reflects an increase in adrenal cortical activity secondary to 
corticotropin release.** An antidiuretic substance is also active at this time, 
suggesting an increase in posterior pituitary activity as well.* 

Increased systemic levels of corticotropin promote the release of salt- 
retaining hormones by the adrenal cortex, which, in turn, causes excessive 
retention of salt by the renal tubular epithelium and, to some extent, by the 
sweat glands.*” *’ 

Although parenteral administration of large quantities of estrogen or 
progesterone will promote temporary sodium retention by the renal apparatus, 
premenstrual fluid and electrolyte retention do not appear to be due to these 
agents, since their systemic concentration appears too low at this stage of the 
cycle to cause the amount of sodium retention usually seen.*” Rather, it seems 
to come from increased adrenal cortical activity. Release of salt-retaining 
hormones by the adrenal cortex is effected by the anterior pituitary, under the 
influence of estrogen oxidation products. Salt restriction is now considered 
an essential part of the treatment of this troublesome syndrome. 

ECLAMPSIA 

Bab ETIOLOGY of eclampsia is still unknown. Dietary sodium restriction 
is essential for its successful management and exacerbations and remissions 
may at times be elicited by varying the dietary intake of sodium. Thus, 
abnormal sodium metabolism may be involved in its production. Onset may 
be associated with reabsorption by the renal tubules of abnormal amounts of 
sodium and water from the glomerular filtrate, resulting in hypervolemia 
and edema. 

In 1938 Hench reviewed clinical data indicating striking relief from 
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symptoms of rheumatoid arthritis during pregnancy.** Control of the disease 
symptoms by corticotropin and cortisone suggested that this is the modus 
operandi of such remissions in pregnancy.** The production of adrenocortical 
hormone-like substances in an addisonian patient during pregnancy sug- 
gested in 1950 that the human placenta, under certain conditions, might be 
capable of such activity.’ In pregnancy without a normally functioning 
adrenal cortex, the placenta may produce similarly functioning hormones. 
Adrenocortical hormone-like activity in human placental tissue was demon- 
strated in 1952.*° Increased adrenocortical hormone activity has been shown 
to be present during toxemias of pregnancy. The marked eosinopenia, increase 
in urinary 17-ketosteroid and uric acid excretion, along with sodium and 
chloride retention are all indications of such activity.*° However, it is still 
not definite whether the placenta produces adrenocorticoid substances, 
whether it stimulates or possibly simulates anterior pituitary activity, or 
whether a combination of such mechanisms is in action. 

While urinary estrogen excretion rises throughout normal pregnancy, 
substantially decreased values are found in toxemias."* Whether this change 
is associated with an increase in estrogen-oxidation products has not been 
determined. As mentioned, these oxidation products are known to stimulate 
anterior-pituitary activity."” Further, the urinary gonadotropin levels of 
toxemias are markedly elevated over those found during normal pregnancy. 
At least some of the increase in gonadotropin production during pregnancy 
may be accomplished by the placenta. 

Since a disturbance of the normal delicate balance of certain hormonal 
regulatory mechanisms occurs during the toxemias of pregnancy, resulting 
in abnormal sodium and water retention, salt restriction is indicated here. 


PREVENTION OF POTASSIUM LOSS IN PATIENTS WHO HAVE UNDERGONE 
PROLONGED THERAPY WITH CORTICOTROPIN AND CORTISONE 
a ALTERATIONS in normal body metabolism may result from exces- 
sive loss of the potassium ion from the body. Administration of corticotropin 
and cortisone frequently augment renal loss of this important cation. 
Abnormal functioning of this electrolyte is directly related to the dosage 
administered and the length of the treatment regimen. Prevention of the 

derangement is of prime interest to the clinician. 

Seldin and his coworkers showed recently that the amount of potassium 
lost in the urine is in direct proportion to the amount of the dietary salt 
intake."” Their experimental work suggests that when excess dietary salt is 
administered, adrenal steroids, probably by accelerating renal tubular reab- 
sorption of sodium, enhance potassium excretion. On the other hand, they 
observed that when sodium chloride intake is restricted to less than 2 gm. 
per day, augmented renal potassium loss does not occur. 

Adequate salt restriction appears to be an important adjunct in corti- 
cotropin and cortisone therapy. Observing this precaution may prevent 
derangement of normal electrolyte metabolism. 


From the Department of Medicine, The Medical College of Alabama, Birmingham. 
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Current Problems in Geriatrics 
WITH SPECIAL REFERENCE TO MEDICAL CARE 
E. M. Bluestone, M.v. 


REATER LONGEVITY, that mixed blessing conferred upon humanity 
by the medical sciences, implies that a child now born into the world 
may have before him not only a longer time in which to live, but 

a longer time in which to die. This means that we must now live longer with 
each other in health and in illness and take the consequences of good, faulty, 
or indifferent planning. The major problem of geriatrics is thus placed 
squarely before us. If only through the weight of sheer numbers, it invites 
regulation. Those who are responsible for medical care have, for all practical 
purposes, permitted a subtle distinction to prevail with respect to the position, 
importance, influence, and obligation of youth in relation to age. This dis- 
tinction has the misleading implication that the future belongs only to youth 
and the past to age, permitting the present to get lost between the two. The 
fact is that the longer we live, the more sure we can be that death will come 
to us only after a period of prolonged illness and this is a matter which 
provident youth, benefiting from the experience of age, should consider. 

The geriatrician, who lives with this problem and who draws his liveli- 
hood from it, is not a specialist in the accepted sense of the term. He resembles 
the general practitioner of medicine in that he is a close personal friend of the 
sick, a physician and coordinator heavily endowed with a feeling of humanity, 
who elects to employ it, in our unbalanced medical economy, for the benefit 
of his elderly clients. He knows when he is justified in proceeding alone and 
in what circumstances it is wiser to share responsibility with the specialists 
who surround and support him. But which general practitioner can be con- 
tent as he is relieved of the responsibility for the care of the elderly because, 
for the large part, they bear a burden of multiple scarring from cumulative 
clinical experiences? The elderly patient suffering from prolonged ophthal- 
mologic illness—glaucoma and cataract, for example—must be referred for 
the exercise of special skills to an ophthalmologist, preferably a man of science 
who makes no artificial distinction between ‘“‘acute” and “‘chronic”’ eye dis- 
ease. The same holds true for all other specialists. There can be no similar 
line of separation between geriatrician and general practitioner. 

Beware of the physician who lets it be known that he is a “specialist in 
chronic diseases”! Our code of medical ethics looks with stern disapproval 
on this type of practice because it depends on the exploitation of a fear com- 
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plex in a patient who—strange paradox !—has been neglected by the legiti- 
mate medical fraternity. It is most often the patient with limited resources 
or no resources at all who unwittingly follows the pied piper to the tragic 
point where all hope must be left behind. The chief criticism of the latter-day 
practice of geriatrics is not only that it lends itself by exclusiveness to mis- 
understanding, but that it typifies a form of organizational experiment in the 
realm of medical care which reaps some of the ineffective harvest of a deed 
half done. The geriatric clinic must, in fact, be many times as good as any 
other to escape such criticism. 

The prior claim of urgency in calling forth a medical response seems to 
have absorbed all of our planning energies. The practical result is that the 
elderly, and particularly the patient suffering from prolonged illness*, must 
stand patiently and wait for crumbs of comfort. It is in this irrational context 
that the clinical geriatric problem must be studied and resolved. We must 
seek an equivalent stimulus to acuteness. Age has a close but by no means 
monopolistic association with prolonged illness. When the blessing of a full 
quota of years is mixed with the curse of such illness, and when both are 
inadequately subsidized, the planner of medical care must find a way to dis- 
entangle the combination. At what point between “‘acute”’ and “chronic”’ 
sickness is a physician, any physician, privileged to turn away from a 
patient ? What responsibility do we have in medical and hospital care when 
the call of acuteness wears off and the patient is left with lingering discom- 
fort, unrelieved anxiety, and downright suffering, which complicate and 
indeed characterize the stage of chronicity? Another way of stating the 
problem is this : if the secondary complication of fear (associated, for example, 
with the premature arrival of the inevitable) is superimposed on a primary 
diagnosis when a sensitive patient is admitted to a hospital, or is acquired 
after admission, what can be done about these antitherapeutic emotional 
reactions which act like a drag on all medical effort ? 


a other things, we need a redefinition of conscience in relation to age 
and chronicity. The revolt against monotonous clinical routine in the face of 
repetitive, unresponsive, and frustrating clinical circumstances, is exhibited 
in its deadliest form by those in authority when a chronic problem is aban- 
doned because of its subdued and timid cry for solution. The physician must, 
in fact, be supersonic in his sensitiveness to.the feeble calls of the sick and we 
can help both in a multiplicity of ways as we gather around the council table. 
The ideal plan should be based on the scientific and humane requirement that 
we must make it possible for the physician to seek out the problem and not 
wait for the problem to seek him out. Moreover, his tenacity in dealing with 
it must match the tenacity of the problem in relation to him. Anyone who 
proceeds on the assumption that those who are responsible for medical care 


*The author has deliberately chosen “prolonged illness” as a synonym for “chronic disease’ because 
it is kinder, more attractive, and has more stimulating possibilities with relation to this neglected social 
and medical problem. 
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(the hospitals will please take note) can continue to turn away from certain 
luckless categories of patients and make them a prey to their own devices, 
to the nostrum vendor and the quack, and to the “home for incurables,”’ is 
unaware of the fact, or too preoccupied to be interested in it, that we now 
have an abundance of technics to help us in overcoming such inhibitions. 
The physician too often acquires a false sense of security when acuteness 
wears off before the illness is cured. There is a progressive loss in the inten- 
sity of his response, particularly in those cases in which the patient’s ability 
to continue payment for his service is diminished or lost. When this happens, 
these phenomena must be analyzed and understood before synthetic programs 
are devised. Underlying all stimuli to invention and discovery will be found 
a strong element of scientific curiosity accompanied by a natural desire for 
an appropriate reward, and both of these are universal in qualified men. We 
should, therefore, seek and find a way of making prolonged illness attractive 
to the fortunate possessor of such curiosity while legitimate rewards are 
bestowed. Stubbornness of any kind on the part of a tired, weak, or unre- 
sponsive body carrying a legacy of acute disease, and this is characteristic of 
age, begets a gradual, and sometimes sudden, disappearance of interest, and 
this is something which clinical authority must guard against at all times. 
When specific therapy fails, is inadequate, and has no substitute as yet known, 
though possibly in the offing, then medical interest tends to fail, is inadequate, 
and provides no constructive substitute. The problem is to find a corrective 
for these reactions. The physician who waits, whatever the cause of his 
hesitation, may be letting golden opportunities pass. Time is an essential 
ingredient in every prescription, and where time is involved there must be 
a corresponding fund of patience as a matter of established medical policy. 
No one should wait for death to solve social problems, for death is an impar- 
tial arbiter which can be constructive or destructive at bewildering turns. 


. = FEW enter the later age periods who have not had their lives pro- 
longed by the health and medical benefactions which are now part of our 
heritage. The problem before us is how to apply these benefactions and make 
them continuous and productive. This is something for the social physician 
to bear in mind at all times. He must keep his clients younger for a longer 
period and make the consequent period of old age as short as possible. 

In spite of the pretensions of philanthropy, we are still confronted with 
the restraints of inertia, of vested interests, and of negativism, in the midst 
of the glowing embers which are blown in all directions by the conflagration 
of “acute” and “chronic” disease. According to present practice in many 
hospitals with respect to the “chronic” and the elderly, it would almost seem 
as if each institution possessed the intuition to enable it to identify the time 
in each man's life when further efforts at survival might be discontinued. 

Who is to tackle the unfavorable environment of prolonged illness or age 
in which the doctor’s prescription must be considered, administered, super- 
vised, and controlled? The physician, the social worker, or both? This is 
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another aspect of the problem which involves such matters as power, author- 
ity, division of labor, discipline, and responsibility. The causes of disease 
are not always animate; they are too often inanimate and, in all cases, closely 
identified with the broad concept of society, including the patient’s family, 
and environment. Now that we have almost succeeded in conquering the 
pathogenic microorganisms, thereby prolonging our lives, we should look to 
the causes and amelioration of “man’s inhumanity to man.” This is the 
essence of social medicine as we understand it at this point in history. 

We are still dragging our feet as we try to follow and take advantage 
of progress in the medical sciences. Let me express it this way. If the curve 
of pain were plotted on a graph in accordance with its intensity from begin- 
ning to end, and if the social and medical response to pain could be plotted 
and superimposed on the same graph, they would approximate each other 
only at the apex, except in those situations where the principles of preventive 
medicine are fully practiced and the patient is kept under continuous observa- 
tion. The social response superimposed on the same curve would be found 
to be more enduring than the medical response. Furthermore, if pain could 
be expressed in a straight line, with various shadings in black and white to 
correspond to intensity, we could easily point out at which gradation the 
community currently responds, and with what resources. The reasons for 
this are interesting and an analysis of these reasons should be richly rewarding. 

The full job remains to be done. We have not yet applied the knowledge 
that unhappiness, anxiety, discomfort, and fear can be painful enough to 
justify the concentration of our best planning efforts. The “chronic” problem 
is becoming acute and age, with all of its remaining energy, is exhibiting 
signs of youth. There are worse things in this world than dying young or 
dying suddenly. People die slowly in bed, in a wheelchair, or on their feet, 
from illness which has been prolonged beyond their endurance and that of 
those who surround them. It is the patient who is left to face the world 
unaided when those who plan for him are ungenerous, disagree, or turn 
away from him. Youth has the advantages of the future, of beauty while it 
lasts, and of energy, but until this kind of wealth is shared in accordance 
with need—a kind of spiritual taxation—we shall lack the human foundation 
for the superstructure which will arise when these questions are answered : 

1. Regardless of the location of the normal aged or the sick aged, what 
practical steps can be taken to organize, supervise, and control a general and 
special program of preventive medicine for them? Prevention is important at 
any age but progressively more important as the years complicate the problem 
by reducing resistance to disease. At what point in age, if any, shall we give up 
hope for a return on such an investment ? 

Failure to apply the principles of preventive medicine in the later years 
carries increasing penalties and this is too often expressed in terms of linger- 
ing illness. Whatever the degree of robustness of constitution in youth, age 1s 
synonymous with reduced strength, less ability to resist, and increased need 
for subsidized strength. In any case, the rewards for preventive effort in the 
geriatric field are great if we desire more years in which to enjoy living rather 
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than more years in which to die. This involves not only the necessity of keep- 
ing the elderly group healthy as long as possible by close attention to prepath- 
ologic preventive measures and, in case of failure, to early therapy, but also 
of continuing preventive measures to avoid intensification or prolongation of 
illness in any form. 

What kind of practical program can be devised which will carry conviction 
to those agencies of medical care which take no interest whatsoever in such 
an activity at the present time ? 

2. What form should the medical program for the care of the elderly take 
in order to make sure that early curative measures, or measures of relief, will 
be instituted ? This involves a break in prevailing hospital policy which mod- 
ifies its interest when it is confronted with the comparative needs of youth and 


age, as it does between “acute” and “chronic” in the admitting office, or 
intramurally after admission. The medical problem of the elderly is bound up 
with the tradition of separatism which still militates against their interests 
when hospitals create artificial barriers on the score of duration of illness 
at a time when the patient might need, or continue to need, a hospital bed. 
The temporary transfer of an elderly patient from an institutional home for 
the aged to an “acute” general hospital for major therapy is helpful but it 
does not adequately meet the need. The medical problem is continuous from 
the point of view of jurisdiction, if not of location, and is therefore indivisible. 

3. What is the place of the elderly patient in the formal curriculum of 
medical education and what can we do to impress upon the minds of medical 
students, after impressing upon the minds of their teachers, the need for stay- 
ing with, and continuing to study, a problem like this till the end? At what 
point, if ever, does “clinical material” like this lose its pedagogic value? If we 
must set a low estimate on the medical care of the elderly, what explanation 
to the younger generation shall accompany it that will not disturb their 
humanitarian sensibilities ? 

4+. The best kind of investigative activity is not that which continues to 
prove the validity of cures which have long since passed the rigid criteria of 
scientific experiment. It is, indeed, related to the constant and unrelenting 
efforts which are coeval with the various phases of an unsolved problem. The 
patient suffering from prolonged illness and the effects of age will continue to 
present a laboratory problem in this sense, until such time as unconquerable 
nature will put an end to our efforts in spite of anything that we can do. We 
shall not solve it by rusticating, segregating, or isolating him. The danger of 
neglect here is far less when the problem, however difficult and however 
complicated, is kept ungrudgingly before us. 

5. What are the relative values of the social and medical points of view in 
the solution of the geriatric problem and how are they combined? What 
realistic organizational means can we take to join the two practically and not 
alone for theoretic stereoscopy ? Shall we recommend a division of social medi- 
cine on a par with the clinical and laboratory divisions of the hospital for this 
purpose, or continue to leave social effort in the busy and preoccupied hands 
of the attending staff of the hospital? Is there a more acceptable way of estab- 














170 GERIATRICS 
lishing a watchdog relationship that will extract from the medical sciences 
every last drop of social as well as medical effort ? 

6. What form shall the educational program take with youth in order to 
secure medical justice for the aged? Is age the responsibility of youth (within 
the framework of the family) or must it remain for the large part in the public- 
charge classification? Has this theme been set forth adequately in our media 
of publicity and in our educational institutions, other than the religious estab- 
lishments of our time? If not, how can we make it adequate ? 

7. In view of the pressure, clamor, and struggle for space in the rapidly 
changing hospital of today, what are the rights of the elderly with respect to 
all other categories of patients? This refers as much to ancillary space as to 
actual bed space, because both aspects of the matter play a role in the solution 
of the problem. What is the meaning of medical priorities and what is a 
reasonable human relationship between supply and demand, between pressure 
and resistance ? 

8. Shall we split off geriatric practice from the general practice of medicine 
and, if so, what would this benefit the elderly? If not, how shall we stimulate 
and remunerate the practitioner for his efforts with this group of patients? 
lurthermore, what assistance can we give him, through the agency of the 
prime facilities of the modern general hospital, to help solve his clinical 
problems in the patient’s home, when transfer to the hospital is unnecessary ? 
This involves an extension of the home care program in such a way as to 
take the practitioner into practical account-—a relatively inexpensive com- 
munal subsidy when this is required by the circumstances. 

9. What tests shall we devise to help us in evaluating our work on behalf 
of age? The ability of the physician, nurse, social worker, and philanthropist 
to serve prolonged illness well is the acid test of character, but how shall this 
be graded in actual practice? We have, ready at hand, touchstones for use in 
‘acute’? medicine and in the diseases of youth, so why not for age? 

10. What is the effect on social progress, and communal as well as indi- 
vidual morale generally, of neglect in the geriatric area? Can this be measured 
as to both quantity and quality? If so, how and to what effective purpose ? 
\What new lessons can we learn from greater longevity, lower mortality, and 
lower morbidity, and how can we apply them in the light of continuing social 
and medical invention and discovery? 

11. We are told that the limitations of geriatric affairs compel a more 
“practical” than ideal approach. How can we make them synonymous ? 

12. Are we justified in using the care of the elderly as a test of the strength 
of the family, and what is the moral effect on relatives and friends, and of 
society in general, of a program of separatism ? 

13. Within the broad field of environmental medicine, as we indulge in 
the practice of social pathology, social diagnosis, social therapy, and social 
prognosis, what place shall we assign to the elderly as we classify, distribute, 
and assimilate the component social units, and how shall we analyze this 
environmental influence constructively ? What, specifically, are the possibilities 
of rehabilitation and what practical program can be created in this area? 
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14. Social security has taken hold, with progressive benefit to the later age 
groups. Are we ready to provide medical care correspondingly within the 
broad concept of social security and, if so, what is the plan? Under what 
circumstances, if any, are mental reservations justified ? 

15. We have read in recent years about the new possibilities in surgery 
due to the fact that converging circumstances have pushed forward the bar- 
riers created by age. How, when, and where, shall we make the maximum 
use of this helpful phenomenon ? 

16. What is the public relations aspect of geriatric care and how can we 
bring it into line with educational rather than with advertising effort ? Com- 
munication and publicity media have been tapped of late for this purpose, but 
activity has been sporadic. How shall we formulate a comprehensive and 
continuous program and to what agency shall we assign the responsibility of 
supervision and authoritative control ? 

17. We have witnessed a revival of interest by the legislatures of our 
country in the care of the aged. This means compulsory in addition to volun- 
tary service of all kinds for the elderly. What shall we ask of our legislatures 
in this regard? How shall we advise them? How shall we cooperate with 
them? How shall we enforce legislation after it is passed ? 

18. What is the relative position of voluntary effort (philanthropy) and 
compulsory effort (taxation) with regard to the aged? How does this rela- 
tionship tally with respect to youth and age, with an explanation for any 
differences and an applicable remedy when required ? 

19. What financial method—individual payments, voluntary contribu- 
tions, taxation, or a combination of these—can be devised to provide care of 
the elderly and what can be done to encourage prearranged third-party pay- 
ments through health insurance? Specifically, what plan of organization can 
he used to overcome obvious actuarial obstacles in any insurance scheme so 
that prolonged illness will be covered regardless of duration ? 

20. What shall we recommend as an acceptable standard in the institu- 
tional care of the aged, with particular respect to medical care? Is it possible 
to give complete, comprehensive, and continuous medical care within an 
institution which is not geared to full hospital service? If not, what shall we 
recommend as a plan of complete or partial integration by which the home for 
the normal aged can be supported, wherever required, by the collaboration of 
the general hospital? How far shall we permit an infirmary within an institu- 
tion for the aged to go in medical care? What are its advantages and, more 
important, what are its limitations ? 

These questions are based on the realities of the situation and on the 
possibilities for improvement. Others will doubtless arise as each of them 
is reached on the agenda. 


(A list of suggested reading, omitted because of limited space, will be found in author's reprints.) 
















Insidious Thrombosis of the Aorta 


Allan D. Callow, m.v. 


UDDEN OCCLUSION of the bifurcation of the aorta by a saddle embolus is 
attended by well recognized signs and symptoms. Pain, which may be 
slight or agonizing in intensity, loss of sensory and muscular function 

of the lower extremities which may be gradual or abrupt in onset, coolness 
and color changes of the feet and legs, absence of arterial pulsations below the 
abdomen, usually in a patient with a history of or clinical evidence of myo- 
cardial infarction, make the diagnosis obvious in most instances. Less familiar 
and in dramatic contrast to this clinical picture is slow, progressive thrombosis 
of the aorta at its bifurcation. So slow and gradual is this process in the 
terminal aorta that it has been well named insidious thrombosis.*~’ 


SIGNS AND SYMPTOMS 


M EN are much more frequently affected than are women. The greatest 
incidence is found in a somewhat younger age group than is customarily 
associated with arteriosclerosis as a cause of peripheral arterial insufficiency. 
Males from 40 to 60 are most commonly affected, but cases have been reported 
in individuals from 27 to over 70 years of age. The younger the age of the 
patient the slower may be the onset of symptoms, presumably owing to the 
more effective ¢ development of collateral vessels in the young individual. 
Usually the patient compl. 1ins of increasing fatigability of the lower extremi- 
ties. This may vary from a feeling of tiredness and weakness on exercise to 
a severe aching sensation throughout the lower extremities extending into 
the buttocks and low back. Severe intermittent claudication as experienced 
in arteriosclerosis obliterans is reported, but is not as striking a feature as 
the degree of arterial occlusion might suggest. Low back pain, which is 
frequently present, has been ascribed to ischemia of the lumbar muscles and 
to periaortitis. 

As in other peripheral vascular diseases, pain in the extremity may be 
unilateral or bilateral and may involve the entire leg or be limited to a small 
portion of it. Occasionally pain is present at rest and increases with exertion. 
Impotence is a cardinal symptom. In the early descriptions of this syndrome, 
all arterial pulsations of the lower extremities, including femoral pulsations 
were said to be absent. It is apparent, however, that as insidious thrombosis 
is recognized earlier in its course, aortic occlusion may be incomplete and 
femoral pulsations may still be present. In the advanced case, these pulsations 
are completely absent although oscillometric pulsations may still be detectable 
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INSIDIOUS THROMBOSIS OF THE AORTA 47. 
in the thigh because of large collateral vessels. As in arterial insufficiency 
from any cause, elevation of the legs above heart level produces pallor of the 
feet and collapse of subcutaneous veins of the legs. Cyanosis of the toes and 
heels may be seen. Trophic changes, consisting of generalized wasting of the 
soft tissues of the legs, appear in most cases of long duration. These changes 
progress so slowly, however, that they remain undetected for a long time. 
“ventually gangrene of the toes and heels develops. With extension of throm- 
bosis, the collateral vessels become less effective. At this late stage, pain in 
the low back and thighs may be constant. It has been stated that, although 
well tolerated for many years, aortic thrombosis will eventually terminate in 
gangrene of the lower extremities or death from renal failure after aortic 
thrombosis has occluded the renal arteries.*° The slow development of the 
lesion explains the silent nature of its course. Ample opportunity is provided 
for the development of collateral vessels which may for some time adequately 
serve the needs of the lower extremities and pelvis. Eventually, however, as 
the thrombus becomes extensive and as collateral vessels lose their ability 
to serve the tissues, the disorder becomes obvious. 


PATHOLOGY 


Bax THROMBUS, beginning at the aortic bifurcation or in one or both 
common iliac arteries, propagates in a cephalad direction. The inferior mesen- 
teric artery and one or several pairs of lumbar arteries are frequently occluded. 
In its early stage, thrombosis is usually incomplete and aortography may 
demonstrate a narrow but still patent channel through the aorta or through 
one or both common iliac arteries. Eventually complete obliteration of the 
bifurcation and both common iliac arteries occurs and there is added the 
threat of ascension of the thrombus into the renal arteries. According to 
Leriche, uremia consequent on such extension is commonly the cause of death. 

The thrombus develops in an aorta already jeopardized by degenerative, 
obliterative changes. Atherosclerosis is the primary disease in most cases. 
Occasional cases have been reported, however, in which thromboangiitis 
obliterans, syphilitic arteritis, “inflammatory arteritis,” and the effects of 
trauma’ have been predisposing causes. Whatever the initial process, the 
final event in all instances is the same: complete obliteration of the aortic 
bifurcation. ‘ 

Examination of the thrombosed segment of the aorta reveals the changes 
associated with extensive atherosclerosis of the aorta and large vessels. The 
extent of these changes depends upon the duration and severity of the disease. 
There may be complete obliteration of the lumen by fresh or old thrombus 
with an associated inflammatory reaction of the intima and subintimal layers. 
Where the vessel is completely occluded the linear streaks and plaques of 
atherosclerosis are hidden. Ulcerations of the lipoid plaque appear with leak- 
age of blood between the layers of the vessel wall. Deposition of calcium salts 
produces stony hard brittle plaques. Degenerative and proliferative phases 
of atherosclerosis can be found in adjacent segments of the vessel correspond- 
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ing to the age and extent of the process. Dense laminae of fibrous tissue are 
seen beneath the disrupted intima. This layer may be well preserved or 
hyalinized and fragmented. Fat is found in connective tissue cells in the 
adventitia. The most striking change, however, occurs between the intima 
and media where all the elements of the inner coat have degenerated into 
an amorphous debris in which are found crystals of cholesterol and fatty 
acids. The internal elastic lamina is frayed and fragmented. In advanced 
cases, the media undergoes fatty degeneration and atrophy of its muscle fibers. 
The adventitia is seen to be greatly thickened by fibrous tissue and surrounded 
by an old dense inflammatory reaction. This inflammatory reaction repre- 
sents a secondary arteritis and periarteritis which anchors the aorta densely 
to the vena cava, lumbar sympathetic chains, prevertebral fascia, and over- 
lying peritoneum. Palpation of the involved segment of the aorta reveals a 
vessel which is still somewhat pliable and elastic but usually is stony hard 
and quite immobile. Associated peripheral venous thrombosis has been 
described in advanced cases. 


DIAGNOSIS 


WW ITH THE FEATURES of the history and physical examination in mind, 
diagnosis becomes relatively simple. Thrombosis of the aorta at the bifurca- 
tion should be suspected in a patient complaining of early and increasing 
fatigability of the legs, low back pain, impotence, and absent femoral and 
distal pulsations of the arteries of the lower extremities. Evidence of severe 
arterial disease elsewhere in the body need not be present. 

Aortography readily sustains or refutes the diagnosis.“'' This can be 
performed most easily and with little risk by the translumbar route. An 18- 
gauge, six-inch needle, fitted with a stylet is introduced below the inferior 
edge of the left twelfth rib at a point approximately 6 cm. from a line formed 
by the tips of the spinous processes. The needle is directed slightly cephalad 
and medially and can be felt to impinge on the transverse process and lateral 
edge of the body of the first lumbar vertebra. The needle is continued past 
denoted by the sudden release of resistance on the needle point similar to that 
these landmarks to enter the aorta (figures 1, 2, 3). Aortic puncture is 
experienced in penetrating the duramater during lumbar puncture. The stylet 
is removed from the needle and 15 to 25 cc. of a radioopaque material are 
rapidly injected. Satisfactory compounds are 70 per cent Urokon, 70 per cent 
Diodrast and 50 per cent Neo-lopax. One or several x-ray films are quickly 
exposed. Local anesthesia or general anesthesia may be used. 

latalities have been reported but are rare. Pulmonary embolism, reactions 
to the injection material, and a single case of mesenteric infarction are listed 
as causes of death. femoral arteriograms are also necessary in some patients 
to determine not oniy the extent of thrombosis of the iliac arteries but also 
to ascertain if arteriosclerosis has seriously jeopardized the major arteries 
of the legs. In patients with abundant collateral vessels, enough dye may flow 
in a retrograde direction to fill the iliac arteries. The extent of the thrombosis 
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Fig. 1. Translumbar aortogram. The aorta, aortic bifurcation, and common iliac vessels are normal. 
Fig. 2. Translumbar aortogram with obstruction to aortic flow at the level of the second lumbar 


vertebra (Montgomery). 


Fig. 3. Translumbar aortogram with obstruction of flow of dye at the level of first lumbar vertebra 
with numerous collateral vessels visable. Retrograde flow of dye through collateral vessels has occurred 
in both common iliac arteries. 
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within the aorta and iliac vessels is thereby outlined and femoral arteriograms 
become unnecessary. The aortogram may also be relied upon to detect involve- 
ment of the renal arteries. 


TREATMENT 


Benansz ENT for progressive thrombosis of the aortic bifurcation was orig- 
inally limited to bilateral lumbar sympathectomy.** Leriche, however, also 
advised resection of the occluded segment of aorta and suture closure of the 
divided aorta and common iliac arteries. Occlusion of the renal arteries by 
retrograde propagation of the thrombus was thereby prevented.** Resection 
of the involved portion of aorta was also recommended as a means of relieving 
the constant back pain occasionally experienced.* Increasing experience has 
shown that bilateral lumbar sympathectomy with or without resection of the 
involved segment of aorta is unsatisfactory. In the majority of instances, 
acute ischemia of the lower extremities is not relieved, walking tolerance is 
not increased, and impotence continues. Although division and avulsion of 
the lumbar sympathetic chains and ganglia may theoretically increase blood 
flow to the lower extremities, it is an incomplete form of therapy and should 
properly be considered only an adjuvant to direct surgical attack upon the 
involved arterial segments. 

Thromboendarterectomy, if successful, gives much greater relief than 
lumbar sympathectomy for it restores the flow of blood by reopening the 
lumen of the occluded major arteries. This procedure was introduced by 
dos Santos in 1947,’* and later modified by Reboul and Laubry’® and by 
Wylie and his associates.** It is usually combined with bilateral lumbar 
sympathectomy. By means of this operation not only is the thrombus removed 
but the sclerotic intima and media are also excised. It is claimed that a satis- 
factory cleavage plane between the layers of the arterial wall can be developed, 
thereby permitting removal of the diseased inner layers and the adherent 
thrombus. When the excision has been completed, the aortic wall which 
remains consists of adventitia and surrounding periadventitial fibrous tissue. 
In actual practice, a satisfactory cleavage plane is rarely found and the dissec- 
tion becomes inexact. It is possible, however, to remove degenerated tissue, 
calcified brittle plaques, and the amorphous debris associated with degenera- 
tive arteritis. The yellowed, thickened intima and media are sacrificed in 
flakes and chips. If it is assumed that adequate removal of degenerated tissue 
from within the vessel lumen has been accomplished, the success of throm- 
hoendarterectomy depends upon the prevention of rethrombosis within the 
operated artery. This, in turn, is dependent chiefly upon the successful use 
of anticoagulants both during completion of the surgical procedure and in the 
convalescent period. Thromboendarterectomy has generally been considered 
a rather difficult, time-consuming procedure requiring meticulous care in 
dissection. It is usually impossible to determine exactly which layers of the 
arterial wall are left after disobliteration has been completed. The remaining 


aortic wall consisting of adventitia and perivascular fibrous tissue is very 
thin, weak, and inelastic. External support must be provided to prevent 
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aneurysmal dilatation. Wylie’ has sutured sleeves made from fascia lata to 
the weakened aorta to combat this problem. 

Uniform success with thromboendarterectomy has not been obtained." 
Complete disobliteration of the iliac vessels may not be achieved because of 
error in estimating the extent of the involvement. Rethrombosis at the suture 
line and within the operated segment of aorta may occur immediately after 
operation. Heparin has been used during the completion of the operative pro- 
cedure. Some workers have continued its use well into the postoperative 
period. Rethrombosis of the rough surface of the arterial wall which remains 
after disobliteration may occur during some part of the postoperative period 
or several weeks to months later. Long-term anticoagulant therapy may be 
necessary for long-term success. Inadequate return of blood flow to one or 
both extremities may occur despite apparently successful disobliteration and 
despite apparently adequate administration of anticoagulant drugs. Never- 
theless, occasional successful results have been obtained and undoubtedly the 
technic serves a need in the therapy of the thrombosed aorta. The operation 
may ultimately find its most useful place in those institutions where arterial 
graft banks can not be maintained. 

A newer technic which offers even greater promise of success than throm- 
boendarterectomy consists of resection of the involved segment of aorta and 
insertion of an aortic graft. The involved segment of thrombosed aorta, its 
bifurcation, and as much of one or both of the common iliac vessels as may be 
necessary are removed. A “Y” shaped homologous aortic graft is inserted 
in the defect utilizing a suture technic. 

These grafts may be taken from the cadavers of young adults free of 
infection and neoplastic disease or any other illness which may affect the 
vessels of the donor. Several technics’*” are available by which the grafts 
may be obtained, sterilized, and stored for future use. The problems of sterili- 
zation, storage, and reconstitution are common to whatever method is used. 
The graft may be rapidly frozen by means of carbon dioxide snow in each 
method or other supercooled substance. Sterilization may be accomplished 
by exposing the frozen graft to a beam of electrons emitted by a cathode-ray 
gun or by immersion in ethylene oxide prior to freezing. In the first method, 
the grafts are stored in the frozen state. In the second method, the sterilized 
frozen grafts are lyophilized and stored at room temperature in sealed tubes. 

Successful use of such grafts has been recently reported. Long-term results 
appear promising.’?°*! 

It is fairly well established that the graft inserted in the host undergoes 
deterioration in that viable cells fail to survive. Scaffolding is available, 
however, upon which new cells from the host develop and the functional 
integrity of the graft is preserved.** The source of the endothelial-like layer 
of the graft has been the subject of discussion.** Whatever its origin, whether 
from the blood circulating through the graft or from the intima of the adjacent 
ends of the host vessel, this new endothelial-like layer does not favor clotting 
of blood. In all probability, an endothelial-like lining is also laid down upon 
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the rough wall of the aorta which has been subjected to thromboendarter- 
ectonly. 

Successful resection of diseased vessels and insertion of homologous 
grafts appear to depend less upon anticoagulant therapy as in thrombo- 
endarterectomy than a meticulous surgical technic. 

Return of arterial pulsations in the distal vessels of the lower extremities 
has been reported following both thromboendarterectomy and resection of 
the thrombosed segment of aorta with insertion of a graft. This is the criterion 
upon which a successful result must be based. In clinics where vascular grafts 
are obtainable, aortic resection and insertion of a graft appear to be the 
superior method of attacking the problem. Venous grafts, whether homol- 
ogous or autologous, are unsatisfactory when placed in vessels as large as the 
aorta. Owing to the force of the blood flow within the graft, the lack of ade- 
quate supporting tissues around it, and its very probable loss of viability, 
aneurysm formation is inevitable.’ As vascular grafts become more widely 
available, it is most likely that resection and grafting will become the preferred 
method of treatment. Bilateral lumbar sympathectomy has been recommended 
as an adjuvant both in thromboendarterectomy and in resection with arterial 


grafts. 
SUMMARY 


Insidious thrombosis of the aortic bifurcation is a commoner condition 
than has been formerly thought. Males from the ages of 40 to 60 are most 
commonly affected. The disease is characterized clinically by increasing 
fatigability and claudication of the lower extremities which extends into the 
buttocks. Low back pain is frequently present, impotence is common, and 
lower extremity arterial pulses are absent. Arteriosclerotic degeneration of 
the bifurcation of the aorta is the usual predisposing lesion. When untreated, 
thrombosis may extend up the aorta to the renal arteries causing death from 
uremia or produce such severe ischemia of the lower extremities as to lead to 
gangrene. Lumbar sympathectomy is now recognized as an insufficient form 
of treatment. Thromboendarterectomy when successful has given satisfactory 
results. Increasing experience in vascular surgery has led to the perfection 
of a technic of resection of the aortic bifurcation and common iliac vessels 
with insertion of an arterial homograft. This procedure now appears to be the 
therapy of choice. Prolonged anticoagulant therapy which is necessary with 
thromboendarterectomy may not be necessary following aortic grafting. 
Long-term successful results of both thromboendarterectomy and resection of 
the involved segment and insertion of a homograft must still be awaited. 


From the Department of Surgery, New England Center Hospital and Tufts College Medical School, 
Boston, Massachusett 


(References, omitted because of limited space, will be found in author’s reprints.) 











Anterior Chorioidal Surgery 
and Geriatric Parkinsonism 


Lewis J. Doshay, M.D., PH.D. 


HE RECENT REPORT of a new operative procedure for parkinsonism 

entailing ligation of the anterior chorioidal artery, resulted in many 

inquiries from physicians concerning the value of the operation. Most 
of the requests were in the interest of patients in the sixth, seventh, and eighth 
decades. Quite frequently, too, letters came from patients in the late middle 
and older years, pleading for an opportunity to be “cured” by the new pro- 
cedure. It seems desirable, therefore, to present our experiences with this 
treatment, especially as it applies to elderly patients. 


THE THEORY 


S saiiuas symptoms of paralysis agitans include rigidity, tremor, and 
akinesia.’ The current concept is that these symptoms are the result of a 
release of lower centers, following damage to the globus pallidus, substantia 
nigra, and other basal nuclei.* It is difficult to understand, therefore, how 
additional damage to these structures, by anterior chorioidal ligation, could 
possibly benefit the symptoms (figure 1). Carpenter and his coworkers state, 
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Fig. a. The extrapyramidal system and its supply from the anterior chorioidal artery. 


basilar 


LEWIS J. DOSHAY, a graduate of the University of Maryland Medical School, is associate 
attending neurologist at the Neurological Institute, and associate in neurology at Colum 
bia University College of Physicians and Surgeons. Parkinsonism and Its Treatment, 

edited by him, was issued last spring by Lippincott. 








480 GERIATRICS 


“Precisely why ligation ‘of this’ vessel has been associated with these bene- 
ficial effects has not been answered, but it has been postulated that they 
probably are the result of localized ischemia and necrosis of portions of the 
globus pallidus.’’® 

Some patients are nevertheless temporarily benefited and a few for longer 
duration. The physiologic basis for such improvement in extrapyramidal 
symptoms remains unsolved, except perhaps that, by destroying a partly 
damaged structure more completely, the presumed state of neural imbalance 
is improved. 


THE RESULTS 


—_ on the operation thus far make it seem that only favorable find- 
ings have gained attention.* * Under the conditions, an examination of facts 
is important. From a year of impartial observation of the anterior chorioidal 
operation, certain features stand out sharply : 


1. The postoperative course is stormy, dangerous and unpredictable in outcome. 
Almost every patient passes through a period of coma, which may last from one to 
several days to several weeks, and some die during this comatose stage. 

2. Almost every patient shows hemiplegia of varying degree, which may or may not 
be transitory. It is interesting, on the other hand, that contrary to expectations of hemi 
anopsia (figure 1), this complication did not arise among any known cases, except tem- 
porarily in one. A number of cases show transitory choreoathetosis in the arm and leg, 
opposite to the side of operation. 

3. Whether because of direct injury to the oculomotor nerve, which is in close 
proximity to the operative field, or because of postoperative circulatory changes, paralysis 
of the third cranial nerve is a frequent complication that may clear up, or last for months. 

4. More deaths have resulted from the operation than have come to general attention, 
and the deaths have regularly occurred among the older patients. 

5. Encephalitic patients rebound far better from the complications and stormy post- 
operative effects, than patients with arteriosclerotic vessels. 

6. The beneficial results tend to disappear and, in most instances, for reasons yet 
unclear, the “cured” symptoms return within several months, in the same or worse form 
than before operation. 

7. Some patients are not improved after operation and repeat operations are necessary 
on the same or opposite side. Identification of the anterior chorioidal artery is often 
difficult. There may be two, there may be anomalous vessels, or the artery may be absent. 
Moreover, anastomosis between the anterior and posterior chorioidal arteries varies in 
different patients, so that the results of operation vary from patient to patient, are unpre- 
dictable, and fortuitous (figure 2). 


The editor of the latest issue of the Year Book of Neurology, Psychiatry 
and Neurosurgery has commented on the operation: “The distribution of 
the anterior chorioidal artery is so variable, that it is difficult to imagine how 
consistent results can be obtained by this method.’ 

Carpenter* and Mettler and his group’ found that bilateral fulguration of 
the anterior chorioidal artery in a normal adult chimpanzee resulted in a much 
smaller area of necrosis than was anticipated on the basis of previous under- 
standings of the distribution of this vessel.* From this came the hypothesis 
that such defect, termed “subtotal terminal failure,” occurs only in that por- 
tion of the distribution of a vessel in which overlap or anastomosis with 
surrounding vessels does not occur. Although the optic radiation and lateral 
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geniculate nucleus are within the primary zone of distribution of the anterior 
chorioidal artery, they must receive ample additional vascular supply to 
account for the absence of hemianopsia after anterior chorioidal ligation. 
Such overlap of supply would also explain the variable postoperative compli- 
cations in different patients and the rapid recovery from hemiplegia and 
choreoathetosis in most operated cases. 

In pathologic examination of cases of ligation of the anterior chorioidal 
artery in human beings, these investigators found that the effects varied 
from necrosis of the apical portions of the globus pallidus to no obvious struc- 
tural defect. Carpenter® suggested that isolated thrombosis of this vessel, or 
single emboli to it, would not occur in extensive necrosis in its primary field 
of supply, if the anastomotic vessels were normal. They also felt that ligation 
of this artery in its normal state would not be attended by extensive necrosis, 
except as the mechanism of ligation is accompanied by trauma and the propa- 
gation of thrombi, factors which are difficult or impossible to control. More- 
over, in a diseased vessel—which is what the surgeon deals with in a case of 
parkinsonism, whether arteriosclerotic or postencephalitic — the resulting 
ischemia and necrosis is entirely unpredictable in location and extent. They 
concluded that a surgical procedure based upon such uncontrollable and 
unpredictable factors is necessarily hazardous and should be reserved for 
carefully selected cases of paralysis agitans. 

The claims for the operation by enthusiasts have not been borne out by 
observations. The ultimate results, during our follow-up study of more 
than a dozen patients operated upon by various neurosurgeons, are not as 
favorable as inferred from preliminary reports. Under such circumstances, 
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it is difficult to make an accurate evaluation of the operation. This report will 
therefore be confined to results obtained with anterior chorioidal operation at 
Columbia-Presbyterian Medical Center, with which we had opportunity for 
the closest contact during the past year. 

The group is limited to 3 parkinson patients, all under 50, operated upon 
by Dr. J. L. Pool. A fourth patient, over 50, with hemiballismus, died four- 
teen days after operation from pulmonary complications. One patient, oper- 
ated upon six months ago, seemed entirely recovered from rigidity and tremor 
of the right arm for three months when, despite intensive physiotherapy, 
exercises, and antispasmodic medication, he suddenly regressed to a state 
close to that before operation. Another, operated upon five months ago, after 
a stormy and protracted postoperative course achieved some improvement 
in rigidity of the limbs, but not in tremor. However, during the last two 
months he has steadily regressed to his preoperative condition. The third 
case is that of a young man of 29 who, after a bilateral operation nine months 
ago, showed remarkable improvement in rigidity, contractures, posture, gait, 
speech, and freedom of leg and arm movement. However, the badly affected 
right arm has lately become adducted again and his right hand is becoming 
increasingly rigid. Of the 4 patients, only the last one, who is a postencepha- 
litic type, has maintained positive benefits from the operation. 


COMMENTS 


M ANIFESTLY, the operation is of benefit chiefly to young postencephalitic 
patients. Since the latter possess high tolerance for drugs’""’ and hence benefit 
most from medicinal therapy, the operation can hardly be regarded as the 
solution to parkinsonism. It is especially the older patients, with accumulated 


years of disability, deformity, contractures, and major tremor,’’ who consti- 
tute the great challenge to therapy. They are hypersensitive to all drugs, 
resent the minor trials of physiotherapy, and are depressed by their disabilities 
and forebodings of worse things to come. They benefit relatively little from 
chemotherapy, physiotherapy, and psychotherapy. Yet, the operation offers 
nothing to those in greatest need of help. 

In a few selected young patients, the operation proves beneficial, but a 
final evaluation of its merits will require years of intensive study and research. 
There is also the prospect that with improved operative technics, a larger 
segment of the parkinson population may benefit from it. 

If the anterior chorioidal operation is to be performed, it should be lim- 
ited by the following considerations : 

1. It should be used only in specially selected cases that have failed to respond to 


intensive belladonna and synthetic chemotherapy, psychotherapy, and physiotherapy." 
2. It should be limited to patients under 55 and preferably to postencephalitic 

patients, until more is known about the operation. 

3. It should be restricted to advanced and disabled patients, whose desperate state 

justifies the risks of operation, 


4. Since the operation is far more complicated than ligation of an extracerebral 
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vessel would seem to indicate, it should be undertaken only by those most expertly 
trained in neurosurgery and those with sufficient interest to continue scientific follow-up 


of their work. 


CONCLUSIONS 


It is far too early to draw conclusions on the ultimate value of anterior 
chorioidal surgery in parkinsonism. Our own experience thus far fails 
to confirm the exaggerated claims made for it. It carries serious post- 
operative complications and a high mortality rate. In a few selected young 
patients, especially the postencephalitic type, the operation has proved 
beneficial. At the present time it is of no value to geriatric parkinson 


patients. 


Until more becomes known about the operation, it should be limited 
to patients under 55 and preferably to postencephalitic cases. The new 
procedure demands expert skill on the part of the surgeon and further 
study, in hopes that it may prove helpful to a larger segment of the parkin- 


son population. 


From the Neurological Institute of the Presbyterian Hospital and the Department of Neurology, 
Columbia University, New York City. 
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Present-Day Concepts of 
the Geriatric Glaucomas 


H. Saul Sugar, M.v. 


LAUCOMA is the general term applied to the various diseases in which 
the intraocular pressure is elevated. We are concerned here with 
that group encountered in the aging—the adult primary glaucomas, 

which are not associated etiologically with any other ocular disease process, 
and which occur most frequently in persons between 60 and 70 years of age. 

Approximately 980,000 individuals in the United States suffer from 
glaucoma and approximately 800,000 of these are unaware of its presence. 
Early diagnosis has, therefore, been stressed, including routine measure- 
ment of intraocular pressure in all ophthalmic patients 40 years of age or 
over. Adult primary glaucomas are fairly evenly distributed between men 
and women. Evidently there is no racial predisposition. 

The adult primary glaucomas consist of two diseases—chronic simple 
glaucoma and acute glaucoma. There is a narrowness of the chamber angle 
and a consequent mechanical obstructive cause of the glaucoma which is 
present in acute narrow-angle glaucoma but not in the chronic simple type. 

In the normal eye the aqueous humor is in a state of steady motion or 
flow at a rate of approximately 2 cu. mm. per minute. Aqueous is manufac- 
tured in the ciliary processes of the ciliary body, and passes into the posterior 
chamber, which comprises the space behind the iris and surrounding the 
lens equator, then through the pupil into the anterior chamber, from whence 
it leaves the eye by way of Schlemm’s canal. It enters the canal through 
spaces in the trabeculum overlying the canal and leaves by way of collecting 
channels which drain into the venous system. Some of the veins contain only 
aqueous and continue to do so for a varying distance before mixing with 
venous blood. These, the aqueous veins of Ascher,' are clinically visible 
in the subconjunctival tissue near the corneoscleral junction. Their relation 
to the aqueous drainage was proved by Ashton’ who, after injecting neoprene 
into Schlemm’s canal, made casts of the canal and its connections. 

The differentiation of the two adult primary glaucomas depends on the 
site of interference with the outflow of aqueous humor. In acute, narrow-angle 
glaucoma, the shallowness of the anterior chamber and angle is the anatomic 
predisposition to the disease. Under certain conditions which will be discussed 
later, the narrow angle is further narrowed so that the iris lies against the 
trabecular spaces, preventing exit of aqueous, which continues to be manu- 
factured but cannot leave the eye. This causes a marked, rapid elevation of 
I. SAUL SUGAR, @ graduate of the University of Michigan Medical School in 1935, spectalizes 
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intraocular pressure. In chronic, simple glaucoma there is no recognized 
abnormality of the chamber angle. The most widely held theory is that the 
obstruction to aqueous outflow occurs at the site of exit of aqueous through 
the channels draining aqueous from Schlemm’s canal. Sclerotic changes or 
constriction due to other causes may be responsible for the obstruction. Acute 
and simple glaucomas are summarized in figure 1. 





ACUTE NARROW-ANGLE GLAUCOMA 
X—Site of obstruction—chamber angle 
Immediate cause of obstruction: 
A. Dilatation.of pupil | In predisposed 
B. Physiologic iris bombé teye with 
C. Vasodilatation in ciliary body } narrow angle 
Ultimate cause of obstruction: 
A. Neurovascular stimuli 
1. Sympathetic stimuli 
2. Psychic stimuli 
B. Humoral (?) 








CHRONIC SIMPLE GLAUCOMA 
Site of obstruction—probably at collecting channels efferent 
from Schlemm’s canal 
Immediate cause of obstruction: 
Probably vasoconstriction or sclerosis at site 
Ultimate cause of obstruction: 
A. Neurovascular stimuli 
1. Sympathetic stimuli 
2. Psychic stimuli 
B. Control center disturbance (?) hypothalamus (?) 
C. Humoral (?) 











Fig. 1. Schematic differentiation of acute narrow angle and simple glaucoma. 


CHRONIC SIMPLE (OPEN-ANGLE) GLAUCOMA 


: ome FORM is the most important of all the glaucomas because of its greater 
incidence, effect on vision, and because its early recognition is more difficult. 

It is caused by obstruction to the outflow of aqueous, and the site of 
obstruction is believed to be at the collecting channels efferent from Schlemm’s 
canal. The immediate cause of obstruction is probably vasoconstriction or 
sclerosis at this site. Vasoconstriction may be due to autonomic or psychogenic 
neurovascular stimuli or to disturbances in a hypothetical control center in 
the brain. The idea that vascular sclerosis is the chief immediate factor in 
obstruction of aqueous outflow has received increasing support, though it 
is still quite controversial. A large proportion of patients with chronic simple 
glaucoma have been found to have sclerotic ghanges in the retinal vessels 
associated with essential hypertension, although the latter has no direct 
relationship to the glaucoma. Further evidence of sclerosis as a causative 
factor has been shown in the observations of branch retinal venous occlusion 
as a manifestation of sclerosis in one eye and early simple glaucoma in the 
fellow eye of the same patient. Similar branch venous occlusion has also been 
observed before the onset of simple glaucoma in the same eye. 
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The clinical picture of chronic simple glaucoma is characteristically 
insidious and asymptomatic. Its onset is gradual. A small number of patients 
complain of colored halos about lights, blurring of vision, or mild headache. 
As time goes on, changes in refraction, night blindness, contraction of the 
visual fields, diminution in visual acuity, or even blindness in one eye may be 
added symptoms. The earliest diagnosis is made by tonometric measurement 
which should be done routinely on all patients 40 years of age or over. After 
the tonometric findings, come ophthalmoscopic and perimetric changes which 
are ordinarily the result of the increased intraocular pressure but in some 
early cases are coincident with the early tension rise. Conceivably, these 
changes in some cases may precede the tension rise. This course of events is 
based on a concept of a vasoconstrictive cause in most, if not all, cases of 
chronic simple glaucoma. If the vascular changes predominantly invoive the 
anterior vessels concerned with the Schlemm’s canal drainage mechanism, 
the tension rise might be expected to precede field and disk changes. If altera- 
tions predominate in the nutrient vessels to the optic nerve, field and disk 
changes may precede the tension rise. If the vascular changes occur coinci- 
dentally in both anterior and optic nerve vessels, both types of change would 
he expected to occur coincidentally. Clinical evidence for the idea of associated 
vascular changes in the optic nerve is the relatively rapid field deterioration 
found in some cases which have been made normal, insofar as tension is 
concerned, by surgical means. In contrast to this, visual field changes occur 
slowly in secondary glaucomas due to inflammatory disease. 

Early optic nerve changes are usually difficult to distinguish from physio- 
logic excavation. Cupping is first noted at the temporal side of the disk with 
bending of the vessels at the disk edge. The typical picture follows of a deep 
cup with overhanging margin and pale floor showing the lamina cribrosa. 

The diagnosis in questionable cases depends on the additional information 
supplied by visual field studies, observations of the diurnal variation in 
tension, consideration of ocular rigidity, and special diagnostic tests, ineclud- 
ing provocative tests which attempt to cause an abnormal elevation of intra- 
ocular pressure as evidence of a disturbance in the regulatory mechanism of 
this pressure. The most important provocative test, called the water or 
drinking test, consists of having the patient drink a liter of water within a 
period of five minutes, and then observing the tension change at fifteen- or 
twenty-minute intervals. This test indicates that glaucoma patients should 
avoid large volumes of fluid at any one time but need not limit their intake. 

\n important nonprovocative diagnostic test is called tonography, a 
procedure in which the drop in ocular tension is observed at half-minute 
intervals while an electronic tonometer is applied continuously for four 
minutes to the anesthetized cornea. A recording galvanometer records the 
findings graphically. This method has been applied mathematically to gauge 
the facility of flow of aqueous from the eye, and has been found useful in 
diagnosis of early cases of chronic simple glaucoma. 

Treatment of this disease is both medical and surgical, and is directed 
toward lowering the intraocular pressure. Majority opinion favors a trial 
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of medical treatment before resorting to operation. Medical treatment is 
almost entirely limited to the miotic drugs. It is believed that in simple glau- 
coma the effect of mioties is on the vascular circulation. 

Miotics are indicated from the moment diagnosis of chronic simple 
glaucoma is made for as long as tension is controlled and no deterioration in 
the visual field occurs. The better prognosis from early surgery must be 
weighed against the possibility of maintaining the integrity of the eye by 
conservative medical treatment. The general physician may play an important 
role in the treatment of this disease by his support of the ophthalmologist in 
the prolonged use of medication and the necessary repeated observations 
of ocular tension. He may also help by alleviating some of the psychic stimuli. 
Chronic simple glaucoma is controllable, but the cause is not curable. 

Pilocarpine is still the most widely used of the miotic drugs. Many new 
drugs have been added to the list of miotics, but none has replaced pilo- 
carpine. They are rather adjuvants to it. Among these are DFP (Floropryl), 
physostigmine, carbachol, and neostigmine. 

If the miotics are ineffective in controlling the tension and visual fields, 
surgery should be done as early as possible. The choice of operation depends 
on the ophthalmologist’s prejudices and experience. The most common 
operations are: cyclodialysis, trephining, iridencleisis, and cyclodiathermy. 

ACUTE NARROW-ANGLE GLAUCOMA 
ACUTE narrow-angle glaucoma is easier to diagnose and is more dramatic 
than simple glaucoma. It is caused by closure of the already narrow chamber 
angle. Predisposition to this condition is found only in certain eyes and 
results from anatomic factors, including high hyperopic refractive errors, 
continuous growth of the crystalline lens throughout life, smallness of the 
cornea, and increased thickness of the iris. Physiologie factors which may be 
superimposed to produce blocking of the narrow angle include accommoda- 
tion, pupillary dilatation, ciliary body congestion, and relative pupillary block. 

Anatomic angle-crowding factors 

Errors of refraction. In hyperopic eyes, which are short eyes, the anterior chambers 
are often proportionately shallow, thus predisposing to blocking of the chamber angle. 

Continuous growth of the crystalline lens. The lifelong physiologic growth of the 
lens leads to an increase in the anterioposterior dimension of the lens, resulting in pro 
gressive shallowing of the anterior chamber and narrowness of the angle. It is significant 
only if the anterior chamber is already relatively shallow, that is, in already predisposed 
eyes. Measurement of the anterior chamber insnormal eyes at different ages corroborates 
the continuous shallowing of the anterior chamber with age. 

Smallness of the cornea, With decreased corneal circumference, there is a propor 
tionate decrease in depth of the anterior chamber. 

Thickness of the iris. This tends to shallow the chamber and narrow the angle. 
Physiologic angle-crowding factors 

Accommodation. In prepresbyopia and to a much lesser extent +in carly presbyopia, 
accommodation tends to decrease the chamber angle depth. 

Pupillary dilatation. By increase in the thickness of iris tissue in the angle, pupillary 
dilatation tends to narrow the angle, but this is significant only when the angle is already 
relatively narrow. 

Congestion of the ciliary body. An increase in the volume of the vascular bed of the 
ciliary body results in a decrease in the chamber angle depth but occurs only in pre 
disposed eyes with already narrow angles 
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Pupillary block. In predisposed eyes, with the lens relatively forward in position, 
a block occurs between the pupil border and the anterior lens capsule. With the continued 
formation of aqueous, there is increased pressure, resulting in a physiologic iris bombé 
which further narrows the angle and blocks the aqueous outflow. If the angle block is 
relieved by miotics, the higher pressure behind the iris breaks the pupil block and the 
outflow of aqueous again becomes normal. 


The characteristic attack of acute glaucoma is dramatic and sudden in 
onset with marked visiial diminution, rainbow halos about lights, swelling 
and redness of the conjunctiva, and pain in the head and eyes, which is often 
so severe as to cause nausea, vomiting, chills, and bradycardia. The nausea 
and vomiting resulting from oculovagal reflex stimulation has often caused 
the general physician to look for a causative abdominal or infectious disease. 
The suddenness and severity of the congestive attack usually obscures the 
actual onset of the disease, which begins with mild symptoms such as blurring 
of vision, colored halos about lights, and mild temporal headache. Congestion 
of the conjunctiva is slight. This phase may recur without entering the con- 
gestive phase, but the latter occurs ultimately. 

Precipitating factors, which precede the acute glaucomatous episode, may 
be nervous shock, dilatation of the pupil during dark adaptation as in motion- 
picture theaters and following mydriasis for refraction, infection about the 
head, operations on the other eye or about the head, and menstruation. In the 
acute congestive attack, the anterior chamber is shallow, the conjunctiva 
injected, the cornea edematous, and the pupil dilated and discolored. 

Diagnosis is a problem only in those cases which recur repeatedly and 
which, when examined, are normal. A provocative test is the darkroom test, 
based on blocking the chamber angle by dilating the pupil, and accomplished 
by having the patient remain in a dark room for one to one and one-half hours. 

Treatment of acute glaucoma, like that of chronic simple glaucoma, is 
both medical and surgical. Medical treatment is based on the use of miotic 
drugs which tend to open the blocked chamber angle by pulling the iris away 
from the filtration angle wall. Here treatment is urgent in nature. In the 
noncongestive phase, pilocarpine is adequate. In the acute congestive attack, 
however, physostigmine or Mecholyl and neostigmine are used at frequent 
intervals. If these are ineffective in two to four hours, surgical treatment, in 
the form of a broad iridectomy, is indicated to open a portion of the blocked 
angle. If miotics are effective in relieving the attack, the physician may con- 
tinue miotics such as pilocarpine or consider a small, prophylactic, peripheral 
iridectomy when the eye is quiet. The peripheral iridectomy relieves the 
pupil block which occurs in acute glaucoma and prevents angle blocking. In 
the congestive attack, in cases with extensive peripheral adhesions in the angle, 
peripheral iridectomy is ineffective and a broad basal iridectomy is necessary 
to unblock an adequate portion of the angle circumference. 

Successful surgical results in acute glaucoma may be considered as cures. 
In cases with no visual loss, prognosis for future health of the eye is excellent. 
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Convulsive Seizures During 
Oral Pentylenetetrazol Therapy 


R. D. Trevathan, M.D. 


ENTYLENETETRAZOL, an old and well established analeptic, has been 

recommended in tablet form for improving the appetite, blood picture, 

and general condition of the geriatric patient. The drug is described as 
very stable, practically nontoxic, and noncumulative. It is extremely soluble 
and is rapidly absorbed after oral or parenteral administration. It is said to 
exert its effect by stimulating the higher medullary centers—respiratory, cir- 
culatory, and vagal, although all parts of the cerebrospinal axis are affected 
to some degree.’ The preparation has been used to activate latent brain dis- 
turbances which are not discoverable in the routine electroencephalogram in 
the waking state. The changes in the electroencephalogram produced by the 
drug are probably due to a combination of increased synaptic transmission 
and general analeptic effects.” Recent reports in the literature**” have indi- 
cated that pentylenetetrazol in oral doses of 0.1 to 0.3 gm. q.i.d. has little risk 
and shows promise of overcoming the fatigue and apathy, as well as the dis- 
orientation, of senility. It has been suggested that this effect of pentylene- 
tetrazol results from increased nerve impulse transmission.‘ 

Chesrow, Giacobe, and Wosika®* treated 32 aged patients with cerebral 
arteriosclerosis and mental confusion by giving an average dose of 0.1 to 0.2 
gm. q.i.d., but severely depressed patients as well as those who did not react 
to the smaller doses were given as much as 0.3 to 0.4 gm. 3 to 4 times per 
day. After the primary stimulatory effect had been achieved, usually after 
about four weeks, this dosage was reduced to an average of 0.1 to 0.2 gm. 
q.i.d. Toxic effects were not seen with such therapy. Only a few patients 
reacted to the larger doses with nausea and vomiting. These symptoms were 
transitory and could be overcome by reducing the dosage. 

Smigel, Serhus, and Barmak* treated 20 senile patients with initial and 
maintenance doses of 0.2 gm. of pentylenetetrazol q.i.d. In 6 cases showing 
no improvement, the dosage was increased to 0.3 gm. q.i.d. No deleterious 
effects were observed. 


Swenson and Grimes’ 


treated 25 patients with 0.1 gm. oral pentylene- 
tetrazol, t.i.d., for thirty days, using 25 similar patients as controls. They 
found no statistical differences in the treated patients and the controls but 
stated that there seemed to be a certain amount of subjective improvement. 
No toxic manifestations were reported. 

ROBERT DUNCAN TREVATHAN, @ graduate of the University of Tennessee in 1942, special 


izes in internal medicine and serves as chief of medical service at the Veterans Admini 
stration Hospital, Tuscaloosa, Alabama. 
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Fong® treated 35 patients with an established diagnosis of psychosis due 
to cerebral arteriosclerosis by giving each patient 0.1 gm. of the drug q.1.d. 
for one week, then 0.2 gm. q.i.d. In a few cases, the dose was increased to 
0.3 gm. q.i.d. In this latter group, no additional benefits were noted. It was 
necessary in a few cases to reduce the dose to 0.2 gm. q.i.d. because of gastro- 
intestinal reactions, which consisted principally of mild nausea and vomiting. 
Other than these symptoms, no toxic manifestations were noted. 

Levy® treated 29 male patients with cytochrome C parenterally, pen- 
tylenetetrazol orally, and nicotinic acid orally, either alone or in combina- 
tions of two or three. Placebos identical in appearance were given by the 
same route to the same group of patients. Pentylenetetrazol was given orally 
in tablet form, the dose being 2 tablets (0.2 gm.) t.i.d. for thirty days. Best 
results in this study were obtained by giving an elixir of pentylenetetrazol and 
nicotinic acid. Each dram of elixir contained 0.2 gm. pentylenetetrazol and 
100 mg. nicotinic acid in a vehicle of compound pepsin elixir. One dram was 
given 3 times daily for twenty-one days. This elixir is said to have produced 
a marked improvement in the behavior of the patients as seen on the revised 
Malamud-Sands Worchester Rating Scale, a better performance on psycho- 
logical tests, an improvement in physical health through gain in weight and 
restoration to normal of previously abnormal lactic acid values of the blood. 
In addition, some of the electroencephalograms that were abnormal at the 
beginning of the study returned to normal. No toxic effects were noted. 


CLINICAL STUDY 


The author began treatment of 17 aged, psychotic, white male patients, 
giving each 0.3 gm. oral pentylenetetrazol q.i.d. A rating scale was devised 
to fit the occasion and applied to each patient before treatment. Each patient 
was to act as his own control. Three of these 17 patients had convulsive 
seizures as recorded in the following brief summaries: 


Case 1. W. M., a 74-year-old white male, had been hospitalized since March 24, 1945, 
because of psychosis due to cerebral arteriosclerosis. There was no history of convulsive 
seizure. Oral pentylenetetrazol therapy was begun on September 4, 1953. The patient 
received 5 doses but refused 2 other doses because of nausea and vomiting. On September 
7, 1953, he was found cyanotic in his bed. Pulse could not be obtained but after a few 
minutes he made a spontaneous recovery. On September 8, there was a similar episode 
with another spontaneous recovery. On September 10, the patient was observed to have 
cyanosis and slurred speech. On September 12, he had an epileptiform seizure lasting 
one and one-half minutes. Eyes and head were drawn to the right and there was jerking 
of the entire body. Recovery was spontaneous but later that day he had another seizure 
lasting for one minute. On September 15, he was cyanotic, speech was slurred, and he 
refused breakfast. That day he had 2 seizures of petit mal type. On September 16, he 
refused lunch and appeared drowsy and cyanotic. Pentylenetetrazol was discontinued, 
and an electroencephalogram was obtained, showing a generalized S, record with a left 
temporal Sy, focus and some 10 per second background, During the next six months of 
observation, no convulsive seizures occurred 

Case 2. Ek. T., an 8l-year-old white male who had been hospitalized sitice Novembet 
10, 1941, with a diagnosis of psychosis due to cerebral arteriosclerosis, plus residuals of 
right hemiplegia, and who had no history of convulsive seizure, received 0.3 gm. oral 
pentylenetetrazol q.i.d. beginning September 3, 1953. On September 5, 1953, he had a 
convulsive seizure lasting about one minute. The medication was continued unchanged 
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and there were no further seizures. An electroencephalogram done on September 23, 
1953 showed a 7% per second record with a left temporal S; focus which was interpreted 
as indicating an old cerebral vascular accident, probably peripheral in location, and 
capable of serving as a trigger zone for the seizures. 

Case 3. C. B. C., a white male, 56 years of age, was admitted to the hospital on 
September 9, 1953, with a diagnosis of psychosis with cerebral arteriosclerosis. There 
was no history of convulsive seizure. Oral pentylenetetrazol therapy, 0.3 gm. q.i.d., was 
begun on September 11, 1953. On September 23, 1953, the patient had a convulsive seizure 
lasting about ten minutes, at the onset of which he fell and broke his glasses. Medication 
was continued unchanged until October 5, 1953, when it was reduced to 0.2 gm. q.i.d. No 
further seizure occurred. 





The study was continued on a new group of 12 patients, but dosage was 
reduced to 0.2 gm. pentylenetetrazol q.i.d., in the hope of eliminating the con- 
vulsive seizures. Two of these 12 patients had convulsive seizures as described 
in cases 4 and 5. 


Case 4. T. S. P., a 63-year-old white male, was admitted to the hospital on August 
25, 1952, with diagnoses of psychosis with cerebral arteriosclerosis and residuals of right 
hemiplegia. There was no history of convulsive seizure, and no seizure occurred during 
a period of observation which extended to October 2, 1953. On that date, treatment was 
initiated with pentylenetetrazol tablets, 0.2 gm. q.i.d. Two days later a convulsive seizure 
occurred. The medication was continued unchanged. An electroencephalogram done on 
October 30, 1953, was interpreted as follows: “Left temporal Ss focus on 8% per second 
background indicates peripheral cause of hemiplegia and aphasia. The pulse of 90 per 
minute probably means old occlusion of the left middle cerebral artery rather than pres- 
sure of hemorrhage or tumor.” The patient improved on the medication: his appetite was 
better, he appeared more alert, and he attempted to talk. 

Case 5. M. C. C., a white male retired railroad employee, was admitted to the hospital 
on June 27, 1949, at the age of 57. Admission diagnosis was psychosis due to cerebral 
arteriosclerosis, plus residuals of right hemiplegia. There was no history of convulsive 
seizure. An electroencephalogram done in 1949 was interpreted as being of no diagnostic 
significance. Repeat electroencephalogram done in 1950, showed “low amplitude in the 
right temporal and parietal areas.’ Pneumoencephalogram was recommended but not 
done. Because of generalized weakness, the patient was transferred to the infirmary 
ward. He was bedridden, obese, displayed spastic paralysis on the right, and had a blood 
pressure of 190/140, Physical findings, otherwise, were essentially negative. Mental con- 
dition was unchanged. Pentylenetetrazol tablets 0.2 gm. q.i.d. were administered begin- 
ning on October 2, 1953. His general condition appeared slightly improved and blood 
pressure dropped to 160/120. On October 21, 1953, the patient has a convulsive seizure 
and pentylenetetrazol was discontinued. Electroencephalogram following the seizure was 
reported as follows: “A right temporal 3 per second wave and a left temporal-frontal 
1 per second negative spike focus are present.” The patient developed congestive heart 
failure which was treated in the customary manner. The signs of congestion cleared under 
treatment but the patient continued comatose and dyspneic. Pulse was rapid and weak 
and the heart sounds were inaudible. Blood pressure was 70/50. He expired on October 
23, 1953. Autopsy revealed bronchopneumonia of the terminal type, a fatty heart, and 
a large area of old encephalomalacia involving the left temporal and parietal lobes. 


DISCUSSION 
A LTHOUGH convulsive seizures are known to occur fairly commonly in 
patients who have had cerebrovascular accidents, the onset within two to nine- 
teen days of convulsive seizures in 3 of 29 patients placed on oral pertylene- 
tetrazol therapy, with no history of previous seizure, appears to unplicate this 
analeptic drug as a causative factor. ‘The death of one patient two days after 
such a convulsive seizure may have been coincidental. Autopsy findings did 
not indicate what part the seizure played in the terminal illness. 
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The fact that 3 of the 5 patients who experienced seizures could be con- 
tinued on an unchanged dosage of oral pentylenetetrazol without subsequent 
ill effect suggests that some tolerance to the drug develops during its admin- 
istration. It is unfortunate that routine electroencephalograms were not done 
on all patients prior to initiation of therapy. However, in those cases with 
reports of electroencephalographic tracings, those reports were of no prog- 
nostic benefit in determining which patients would develop convulsive seizures. 
Since this drug may prove to be of value in conditions which now have no 
effective treatment, its study should be continued. However, the danger of 
toxicity would appear greater than indicated by previous reports. Until more 
information is forthcoming, it is recommended that dosage be started at not 
more than 0.1 gm. q.i.d., with increases at monthly intervals. Patients receiv- 
ing the drug should be under strict medical supervision. A history of cerebral 
vascular accident appears to contraindicate use of the drug. 


SUMMARY 


1. Oral pentylenetetrazol appears to be a more toxic drug than 
previously indicated. Of 29 patients who received it, 5 had their first 
recorded convulsive seizure and one of the 5 patients expired. 

2. The medication should be administered with caution and only 
under strict medical supervision. 

3. A history of cerebral vascular accident appears to contraindicate 
use of the drug. 

4. Initial dosage should not exceed 0.1 gm. q.i.d. Tolerance to the 
drug is believed to develop during its administration. 


From the Veterans Administration Hospital, Tuscaloosa, Alabama. 
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Carcinoma of the Stomach 


Arthur W. Allen, M.v. 


N THE UNITED STATES, Carcinoma of the stomach continues to head the 
list of deaths from cancer in the various parts of the body. Vital statistics 
are significant, particularly for comparative values, but cannot show the 

absolute picture of the hidden forms of malignant disease. Estimates have 
varied slightly, but the consensus is that from one-fourth to one-third of 
gastric cancer deaths are attributed to other causes. This brings the esti- 
mated total to approximately 35,000 cases each year. 

A review of U.S. P. H. statistics shows a relatively constant number of 
deaths from stomach cancer and a marked increase in deaths from cancer of 
the lung. This has led to the assumption that lung cancer is on the increase. 
However, mounting longevity and improving diagnostic methods could very 
well account for the increase in the number of patients seen with cancer. There 
is little factual proof that cancer per se is more prevalent now than a quarter 
of a century ago in any age group, although further study and controlled 
statistical evaluation may prove this concept to be wrong. At the moment it 
seems logical to answer the ever-questioning patient and his family somewhat 
in this fashion: Cancer is predominantly a disease of adults, with considerable 
increase in incidence as age advances. 


nati of the stomach occurs in people in all walks of life. There is some 
predilection for the male sex with a ratio in some areas as high as two to one. 
It appears to be more common in some portions of the United States than in 
others, but this may be due to local reasons for hospitalization and variations 
in diagnostic procedures. 

Early symptoms are vague and variable. Often the patient near midlife 
becomes aware of mild digestive disorders for the first time. He may have an 
aversion to certain foods previously enjoyed, or a loss of appetite. More fre- 
quently, he has stomach awareness, with eructations or “heart burn.” These 
symptoms are so common in acquaintances with duodenal ulcer, gastritis, 
gallstones, or “nervous indigestion,” that he is not alarmed. He reads about 
the wonderful relief to be obtained from “acid indigestion,” gives these 
remedies a try and often is temporarily improved. When these fail him, he 
consults his physician (table 1). 

Doctors are human, and are loathe to take a serious viewpoint unless 
the ailment appears to warrant immediate study and hospital treatment. Too 
often the symptoms of early stomach cancer mimic those of benign lesions. 


ARTHUR WILBURN ALLEN, d 19/3 graduate of Johns Hopkins Medical School, is consultant 
in surgery at Massachusetts General Hospital, where he was formerly chief of East 
Surgical Service; also serves as lecturer at Harvard Medical School. 
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TABLE 1 


MASSACHUSETTS GENERAL HOSPITAL STATISTICS 
(1946 through 1950) 





Admissions for all causes Race epee PY a aie Winters Robe 55 aie 60g OO 
Gastric ulcer, benign ... NER weston nee stags: Gets Senn ane Aue Ue eee 324 
Gastric carcinoma saa orn BANS eee atria StL athe eee tne +3303 
eS rrr ea Aree re ee ee Eee ree: 1,681 





The more common diseases are considered first, and life-saving time is often 
lost while palliative measures are carried out. Symptoms often disappear, 
only to return a few weeks or even a few months later, when the true nature 
of the disease is evident. At this time the patient has lost a high percentage of 
his chance for cure. 

If all patients with a short history of indigestion were studied at once, 
the cure rate for this malady would be more than doubled. Every doctor 
should take with utmost seriousness the middle-aged patient who for the 
first time develops symptoms suggestive of a stomach disorder. No business 
or family affairs are more pressing than an early x-ray examination by a 
competent roentgenologist. If a stomach lesion is found, however small, hos- 
pitalization is imperative. The majority should be subjected to immediate 
surgery. If conservative treatment and observation seem justified, follow-up 
must be early and frequent until there is no doubt that the lesion is healed 
and is therefore benign. It is not enough to observe that the secondary inflam- 
matory element has disappeared. As long as an unhealed lesion remains in 
the stomach, there is still the possibility of cancer. If it remains in any degree 
for more than six weeks, or if it fails to diminish in three weeks, or if it grows 
in the same length of time, surgery should no longer be delayed. 


Petes diagnostic procedures are incorrect in approximately 10 per cent 
in all patients with gastric ulceration. The x-ray, gastroscope, and Papa- 
nicolaou cytologic studies, combined with clinical manifestations, will give the 
correct diagnosis in about 90 per cent of these cases. The remaining 10 per 
cent may appear benign to all observers, including the surgeon. Correct 
diagnosis is established only by the pathologist on his final sections of the 
specimen. Gastric ulcer, therefore, must remain under suspicion as long as 
it exists. This has brought about a more radical attitude regarding the 
treatment of this lesion. 

On the basis of these factors, some physicians would advocate surgery 
for every gastric ulcer. They also point out that patients with benign gastric 
ulcer do less well on conservative management than do those with the 
more common duodenal ulcer, and that gastrectomy for gastric ulcer 
carries less risk than does the same procedure for duodenal ulcer. This is 
based on the easier management of the duodenal stump when it is uninvolved 
by inflammation. That some gastric ulcer patients do respond well to palli- 
ative treatment must be admitted. Small ulcers in the safer zones in the 
stomach and in the younger age groups may well be treated conservatively 
but under close observation. We feel that approximately 75 per cent of gastric 
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ulcers should be resected—almost the exact reverse of the present treatment 
of duodenal ulcers in our clinic. 


—_— offers the only hope of cure for cancer of the stomach. Greater 
knowledge and better technics have brought a steady decline in the mortality 
rate in the past three decades. The resectability of these lesions has also 
increased. These combine to show a gradual but certain increase in the per- 
centage of patients who are cured. The cure rate is still appallingly low, 
as shown by table 2. This improvement has come about despite an almost 
constant delay of six months from onset of symptoms to hospital admission. 
Approximately 50 per cent of patients with cancer of the stomach, admitted 
to a large general hospital, arrive in time to have any definitive treatment. 
Through constant educational endeavors this situation should improve. 
Patients who survive radical surgery, performed at a time when there has 
been no spread to the regional lymph nodes, have a cure rate of 50 per cent— 
a figure toward the minimum rather than the maximum in the treatment of all 
cancer. 
TABLE 2 
CARCINOMA OF THE STOMACH 
Massachusetts General Hospital 





Total Number G Jo 5-yr. 

Cases Resectability Survivals 
1922-1926 239. 16 3.8 
1927-1931. 296 23 4.6 
1932-1936 395 23 5-0 
1937-1941 375. 46 7.0 
1942-1946 457 53 8.5 
1947-1951 .403 47 _ 





Recently, some physicians have advocated routine total gastrectomy as 
the operation of choice for cancer of the stomach. This is the natural outcome 
of the better surgical training now obtainable in our large teaching institu- 
tions. Technically, this procedure is becoming easier as lesions are more 
localized. Operative mortality is lessened not only for this reason, but because 
a patient with a small accessible cancer of the stomach is a much better 
surgical risk. If, as we have advocated, total gastrectomy is reserved for 
those patients whose obvious disease can be extirpated only by this method, 
then operative mortality for such an operation must remain high. In 9 con- 
secutive patients subjected to total gastrectomy under the mistaken diagnosis 
of advanced cancer, but in whom the lesions proved pathologically to be 
lymphoma or benign ulcer, all survived the operation, while in a much larger 
group with advanced cancer, the mortality was 15 per cent. During the same 
period, subtotal gastrectomy with lymph node dissection for cancer resulted 
in 4 per cent operative mortality. Admittedly, some patients have succumbed 
to continuation or recurrence of cancer in the retained segment of stomach 
after subtotal gastrectomy, indicating clearly that the resection should include 
a sizable segment of normal tissue beyond the obvious lesion. In many 
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instances, this will avoid leaving behind the spread of the disease in the 
lymphatic plane of the stomach itself. 

Patients who survive total gastrectomy eventually learn to live without 
any stomach. Some hardly seem to miss this organ, eat normally, and con- 
tinue to function as an economic unit of society. On the other hand, the 
majority need careful guidance, and despite this may remain gastrointestinal 
invalids for their remaining years. Actually, some have been known to die 
of inanition simply because they no longer develop hunger. Experiments are 
now being done with substitutions of various segments of the colon and 
jejunum, and perhaps the outlook for totally gastrectomized patients may 
he bettered. Certainly this procedure should not be withheld if by it the 
patient's chance for cure can be increased. 

Spread of disease from cancer of the stomach is not as accessible to 
surgical extirpation as it is in cancer of many structures of the body. If the 
operation started at midesophagus, and included all the stomach, part of 
the duodenum, spleen, pancreas, and lymph nodes and regional nodes of 
the abdominal aortic region, then it might be considered as an adequate 
cancer operation. At this time such an attack does not appear practical or 
justified. It must not be forgotten that most patients live quite comfortably 
if a small segment of their stomach remains. Furthermore, as we have said, 
the cure rate is high in those patients who have subtotal resection at a time 
when there is no lymphatic spread. This was brought out strikingly several 
years ago in our ulcer-cancer group of patients. If the resection was done on 
the diagnosis of benign ulcer, but proved on final analysis to be cancer, the 
cure rate was twice that of those patients whose clinical diagnosis was cancer 
at the time of operation. 


i, SUMMARY, we must work toward better diagnosis and treatment of 
cancer of the stomach. Every adult patient must be studied carefully as soon 
as he appears with gastric symptoms. The public must be taught that these 
studies are important early in symptomatology, and that any upset stomach 
lasting for more than ten days may be serious. By considering gastric ulcer 
primarily as a surgical lesion, an additional 10 per cent of cancer patients 
will have early operation. We must not be misled by the temporary relief 
of symptoms on palliative treatment, but follow all patients with gastric 
ulceration until the lesion is entirely healed. Radical subtotal gastrectomy 
with the great omentum, one inch of duodenum, and all regional lymph 
nodes, is the procedure of choice. Total gastrectomy should be done when 
it is the only method by which all of the obvious disease can be removed. 














The London Congress 


— HUNDRED enthusiastic delegates 
physicians, scientists, and social 
workers from 42 countries—attended 
the Third Congress of the Interna- 
tional Association of Gerontology in 
London, July 19 to 23. Meetings were 
held in Church House, part of the 
Westminster Abbey group, and assem- 
bly place for Parliament during the 
bombing of the last war. Presiding 
officer of the Congress was Dr. J. H. 
Sheldon, director of medicine at the 
Royal Hospital, Wolverhampton. 

Like the preceding Congress held 
three years ago in St. Louis, these ses- 
sions demonstrated that gerontology 
is an international science and that the 
problems created by the growing tide 
of the aging are common to all coun- 
tries. Allowing for variations in pres- 
sure of population, in economic securi- 
ty, in food resources, and in medical 
care, the same problems are develop- 
ing spontaneously and concurrently in 
all parts of the world. The Congress 
also reemphasized the importance of 
the humanitarian aspects of gerontol- 
ogy and their close integration with 
medical and scientific progress. 

More than 200 papers were pre- 
sented in the three sections of geron- 
tologic interest—biology and _pathol- 
ogy, geriatric medicine and psychiatry, 
and sociology and psychology. Some 
of the most interesting research was 
reported in the field of cytology, where 
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study is being made of the aging pro- 
cess in the individual cell. 
here, it was concluded, was contingent 
on improvement of staining and magni- 
fying technics, more knowledge of the 
genetics of aging, and better under- 
standing of the structure of certain 
enzymes. 

Delegates in other sections heard 
reports of new and workable technics 
in the training of hemiplegics and 
double amputees, new approaches in 
the treatment of the mentally ill, de- 
velopment of community recreation 
centers, and measures designed to in- 
crease employment of older workers in 
business and industry. Especially re- 
warding were the opportunities to make 
rounds with doctors and social work- 
ers in the London area, and observe, 
first hand, the superlative work that 
is being done for the aging in geriatric 
units, convalescent hospitals, resident 
homes, and social centers. 
~ At the final session of the Congress, 
the $1000 Bobst award for the greatest 
contribution to gerontologic research 
was presented to the retiring president, 
Dr. EK. V. Cowdry, head of the Wernse 
Laboratory of Cancer Research at 
Washington University. 

President elect of the International 
Association of Gerontology is Dr. Tor- 
ben Geill of Denmark. The next Con 
gress will be held in 1957 or 1958 in 
his home city of Copenhagen. 
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Management of Continuous Spinal 
Anesthesia for Geriatric Surgery 


Cart A. WasmMuTH and GAETANO Ron- 
CAGLI: Cleveland Clin. Quart. 21 :141-152, 
1954. 


A segmental type of continuous spinal anes- 
thesia is recommended for operations in the 
abdomen, pelvis, and lower extremities of 
aged patients. With a plastic catheter, the 
anesthetic agent can be placed at any level 
of the subarachnoid space. 

This method has several advantages: dos- 
age can be adjusted to the individual patient 
by repeated injections; the patient is awake; 
anesthesia can be ended within a short time; 
the technic is especially useful for the 
desperately ill patient; profound blood pres- 
sure changes do not occur; and there is lit- 
tle interference with the sympathetic nerves. 

Difficulty of making the lumbar puncture, 
possible danger of nerve trauma, hemor- 
rhage in the subarachnoid space, and inabil- 
ity of the patient t to be moved into position, 
are obstacles which may interfere. 

The 6 deaths occurring among 261 surger 
patients over 60 years of age were not ed 
tributable to the anesthesia. 


® 
Lumbar Sympathectomy in 
Older Patients 


HERBERT J. 

23-25, 1954. 
Lumbar sympathectomy 
43 patients, 


Movius: California Med. 81: 
was performed on 
aged 65 to 83 years. The oper- 


ation was bilateral in 17 patients. All had 
arteriosclerosis obliterans with progressing 
arterial insufficiency and none had throm- 


boangiitis obliterans or traumatic arterial 
insufficiency. Sympathetic block was carried 
out in all cases preoperatively to determine 
the probable benefit from operation as judged 
by pneumoplethysmographic change, rise in 
temperature of the extremity, increase in 
tolerance for walking and subjective re- 
sponse, 
Postsympathectomy neuritis occurred in 
67 per cent and lasted from two weeks to 
eight months. Treatment consisted of reas- 
surance and acetylsalicylic acid. Some pa- 
tients had mild episodes of atelectasis, 
adynamic ileus, urinary retention, incisional 
hematoma, and headache. Two patients had 
thrombophlebitis with resulting edema. 
Neither thrombophlebitis nor hemorrhage 
occurred in 18 patients after the administra 
tion of 50 mg. of heparin every six hours. 
One patient died on the fourth postoperative 
day from coronary artery thrombosis. 
Follow-up study lasted from six months 
to five-and-a-half years. Nineteen patients 
had excellent results; 13, fair results; and 4, 
poor results. Results were better than ex- 
pected from response to sympathetic block. 
The operation was considered worthwhile by 
34 patients and 12, after unilateral sympa- 
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Dicessts from Current Literature 





thectomy, requested operation for the other 
limb. Postoperatively, 24 patients had less 
claudication. Of 17 patients with bilateral 
sympathectomy, presumably including the 
first lumbar ganglion, 15 observed change in 
sexual activity, although most had not been 
sexually active for years. 
> 


The Validity of Cause of Death as Given 
on Death Certificates with Special Ref- 
erence to Geriatric Mortality 


Epwarp A. LANE and WILLIAM A. HOoLta: 
N. Y. State J. Med. 54:1523-1525, 1954. 
Accurate interpretation of geriatric mortal- 
ity statistics is made difficult by three fac- 





tors: (1) Ope i sot are rarely listed as 
cause of death. However, unless the patient’s 
condition is most critical, death following 


surgery should be attributed to the oper- 
ation. (2) In the aged, two or more diseases 
may complicate the picture so that even with 
an autopsy the actual cause of death may 
remain obscure. (3) The nomenclature in 
cases of heart disease should be clarified so 


that the real etiologic factors are shown. 
In a study of 2,903 certificates of death 


occurring at age 40 and above, 84 per cent 
of the deaths caused by “cardiovascular” dis- 
orders could more accurately have been at- 
tributed to vascular diseases. 

Combining the vascular diseases with cere- 
brovascular accidents and arteriosclerosis 
shows that 50 per cent of all deaths in this 
group were caused by failure of blood ves- 
sels, rather than heart. The variation in the 
incidence of these diseases between men and 
women suggests that vascular pathology 
shows up differently in the two sexes. 


. 
Accidents to Old People 
RicHarp Scotrr: Practitioner 172 :642-648, 
1954. 
Home accidents to the aged result from 
physiologic, pathologic and _ psychologic 
changes comcomitant with aging and the 


Decrease in acuity and 
limited response to sensory stimuli con- 
tribute to many home accidents. Blindness, 
either partial or total, and hearing loss are 
important in this regard. Accidental poison- 
ing from loss of smell and taste, and burns 
and falls from decreased tactile sense occur 
occasionally. 

Falls in the night accompany excursions 
to the toilet. Insomnia may also contribute 
to falls at night. Arthritic changes, circu- 
latory edema, poor foot hygiene, poor foot- 
wear, and sequelae of cerebrovascular acci- 
dents predispose to falling. 

Proneness to accidents is increased by for- 
getfulness, loss of memory for recent events, 
feelings of insecurity, living alone, and re- 
sistance to offers of assistance. 

(Continued on page 502) 


social environment. 

































Vlei 


| U.S.P. SPECIFICATIONS 
FOR VITAMIN B,, 
WITH INTRINSIC 
FACTOR 
CONCENTRATE 


1 U.S.P. Unit in recom- 
mended daily dosage 


(bud 


75 MCG. OF B,, 
(In addition to 1 U.S.P. 
Unit in recommended 
daily dosage) 








PATTERNED AFTER 
joied Basie Fomuba* 


Provides Vitamin C, Folic Acid, Thiamine, 
Riboflavin, and Nicotinamide, 
in addition to increased amounts of B;2 
*Spies, T. D.: JA.M.A, 145:66 (Jan. 13) 1951. 





“CLUSINTRIN” 


Potent Hematinic for effective, practical Antianemia Therapy 








Each capsule contains: 
Vitamin By with intrinsic 


factor CONCENEELALE ...........ccscssseesees 0.33 U.S.P. Unit 
Vitamin Bw U.S.P. (crystalline) ............ 25.0 mcg. 
AGIA GAA RT sys ssi sin essnasvenrsctesvedeescanseaes 1.67 mg. 
Vitamin C (ascorbic acid) ............ccccceeee 50.0 mg. 
Thiamine mononitrate (Bi) ..............0. 3.34 mg. 
BRA OMRIUTEN MCIERED 5; aces es ccvacccsssccsczcecesoscovness 3.34 mg. 
PUUCDR EER INCI ccs sss ns vedivucs cabcceccents oun cctiees 50.0 mg. 
PELEOUS BUNALE CHBIC, ossccsessccsscsssossonecevenss 200.0 mg. 


No. 316 — Supplied in bottles of 100 and 1,000. 
Indications: Treatment of pernicious anemia and other 
macrocytic hyperchromic anemias; microcytic hypo- 
chromic anemia. 
Recommended dosage: 1 capsule three times daily, or 
as required. Preferably taken after meals. 

ay", 


AYERST LABORATORIES ¢ New York, N. Y. ¢ Montreal, Canada 








Sederle 

















Deiphicol 


Choline — Methionine — Inositol — Folic Acid —Vitamin B,. Lederle 
CAPSULES } 


In the therapy of 
HEPATIC CIRRHOSIS 


DELPHICOL Capsules exert an effective lipotropic action in 
the treatment of fatty cirrhosis of the liver. They likewise 
provide labile methyl groups known to be of metabolic 
importance. The adjuvant use of INTRAHEPTOL* Liver Con- 
centrate Lederle and a high-protein, high-vitamin diet have 
been found of definite benefit. 


DELPHICOL Capsules each contain: Choline Bitartrate, 350 
mg.; dl-Methionine, 190 mg.; Inositol, 38 mg.; Folic Acid, 
0.2 mg.; and Vitamin Bj, 2 micrograms (as present in con- 
centrated extractives from streptomyces fermentation). 


DELPHICOL Solution is also available containing Tricholine 
citrate 1.8 Gm. (equivalent to choline chloride 1.5 Gm.); 
Acetyl dl-Methionine 1.54 Gm. (biologic activity equivalent 
to 0.6 Gm. dl-Methionine); Inositol 0.3 Gm.; Folic Acid 0.2 
mg.; and Vitamin By. 15 micrograms per tablespoonful. 


DELPHICOL Capsules are supplied in bottles of 100 and 1,000; 
DELPHICOL Solution in 16 fluid ounce bottles; INTRAHEPTOL in 
10 cc. vials. 


*Reg. U.S. Pat. Off. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


PEARL RIVER, NEW YORK 





100 te, 08 
DELPHICOL 


CAPSULES 








mm 


mm 


aqyeynete 


‘S 


NTT 


Hi 
OU 


i 


| 


merry 


irre 


a 


im 


mm 














Has Wine a Place 


in Your Practice? 


Recent physiological and clinical 


research confirms its adjunctive 


value in the diet of many patients 





HE WIDE recommendation of wine as a gentle and pleasant 
- stimulus to appetite, digestion, and the full enjoyment of a 
meal, has a sound basis in the findings of controlled research. 

Results of some recent studies* are the following: 

Influence of Wine on Appetite—Two wineglassfuls of 20 per cent 
alcohol (the concentration in the usual appetizer or dessert wine) 
have been found to relieve prolonged gastric tension. Two or three 
ounces of dry table wine can markedly increase the olfactory acuity 
and the appetite in anorexia, and stimulate caloric intake. 

The Buffer Action of Wine in Digestion—The effect of wine on 
free and total gastric acidity is slower and more prolonged than that 
of plain alcohol. Because of the buffering action of its phosphates, 
organic acids and tannins, wine induces a less violent but more sus- 
tained increase in gastric secretion and gastric motility. 





Wine Stimulates the Flow of Pepsin—Ingestion of moderate 
amounts of wine, notably white table wine, has been found to in- 
crease appreciably not only the volume but the proteolytic power 
of gastric juice. 

Wine in the Diet of Oldsters and Convalescents—There are sound, 
physiological reasons, therefore, why the generally lax and achlor- 
hydric stomach of older people and convalescents reacts favorably 
to the mild, secretory stimulation of wine taken at mealtimes. And 
wine offers other valuable vasodilating, soothing, relaxing effects... 
a little Port or sherry wine at bedtime is a valuable aid to normal 
sleep, and may obviate the need for sedative medication. 

Wine to Brighten the Monotonous Diet—In the dull and often un- 
appealing dietary regimen of many patients, a glass of wine can 
frequently provide a touch of interest and “elegance’’—a psycho- 
logical boost of inestimable value. 

The Fine Wines of California—Wimes of outstanding quality are 
coming from California nowadays. Somewhere in the rich soils of the 
State, each grape variety finds its ideal setting and comes to perfect 
ripeness each year. Just as essential, modern scientific methods re- 
sult in wines of controlled quality standards, true to type—and what 
is highly important from your patient’s standpoint—moderate in 
price. Wine Advisory Board, San Francisco 3, California. 


* Research information on wine is available upon request. 
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A note from the Doctor 
who prescribes: 


“CLIMB STAIRS SLOWLY” 


when he’d like to say: 


“DON'T CLIMB STAIRS” 


SHEPARD 
HomeLIFT 


































SHEPARD ‘ 
EscaL IFT 





Why Jet your patients gamble with stair climb- 
ing? The Shepard HomeLIFT, the quality residence 
elevator, or EscaliFT, a residence stair climber, 
costs Jess than a medium priced automobile. 
Both are designed for persons who cannot or 
should not climb stairs. Safe—easy to install 
—simple to operate—no special wiring required. 
Gives patients greater freedom. Ends stair 
climbing drudgery. Write for complete literature. 


*‘Manufacturers of high-speed passenger 
elevators for commercial buildings’’ 


SHEPARD 


Et &€ aes? OR S 


THE SHEPARD ELEVATOR CO. 
5013 Brotherton Road, Cincinnati 9, Ohio 











GERIATRICS 








Dicests from Current Literature 
(Continued from page 498) 


Detection of Early Prostatic and Urinary 
Tract Cancer in Asymptomatic Patients 
Fifty Years of Age and Over 

Peter J. Riaporr: J. Urol. 72 :62-66, 1954. 
Detection of unsuspected preclinical cancer 
of the male urogenital tract can be made by 
a cytologic method. Four slides are pre- 
pared: two from prostatic secretion after 
massage and two from voided urine sedi- 
ment. The slides are fixed in ether-alcohol, 
and stained by the Papanicolaou-Traut 
method. Smears obtained after prostatic 
massage contain a great variety of cells; the 
origin and significance of many is still un- 
known. 

In a three-year study of 1,738 asympto- 
matic male patients over 50, two cases of 
cancer were detected cytologically, and 
proved surgically. Malignancy was noted in 
single cells or in clusters of cells. 

The difficulty involved in proving the pres- 
ence of a prostatic carcinoma based upon 
suspicious or positive cytologic findings 
without clinical evidence necessitates long- 
term followup; it may be years before its 
value can be accurately estimated in cancer 
detection clinics or in the physician’s office. 


Artificial Pneumothorax in Middle-Aged 
and Elderly Patients 
IvAk KALLaQvist: Am. Rev. Tuberc. 69 :968- 

978, 1954. 

It has been found that artificial pneu- 
mothorax may be beneficial for middle-aged 
or elderly patients with tuberculosis, if the 
increased risk of the procedure in the older 
person is kept in mind, and a careful study 
is made for complications. Indications for 
pneumothorax are the same as in younger 
patients : cavitation, or active tuberculous in- 
filtration not responding to more conser 
vative treatment. 

Artificial pneumothorax is not used fre- 
quently in older patients because the fibrosis 
of old lesions prevents adequate collapse of 
the nearby areas of active tuberculosis. 
Thoracoplasty or pulmonary resection gives 
better results when a fibrous lesion is 
present. 

Another reason for the infrequent use of 
pneumothorax is the high incidence of pleu 
ral complications. Empyema is less of a risk 
now that antimicrobial therapy is used prior 
to the induction of the pneumothorax, but 
pleural effusion occurs as frequently as be 
fore. As a consequence of the pleural ef 
fusion, the lung may fail to re-expand after 
the pneumothorax is discontinued. 

If pneumothorax is used because a less 
violent procedure is desired, antimicrobial 
drugs should be given for at least five weeks 
prior to the induction. Pneumothorax is dis- 
continued in favor of thoracoplasty or resec- 
tion if any pleural reaction occurs, if the 
cavity fails to collapse, or if spread occurs 
to the other lung. 









TRY KNOX GELATINE 
ON YOUR MOST DIFFICULT 
GERIATRIC CASES WHO 
NEED “GROWING FOODS” 
: omy AS MUCH AS CHILDREN DO. 


Tr 

KNOX 

GELATINE U. S. P. 

ALL PROTEIN 


ul For your patient’s protection, be sure you 
<) specify KNOX, so that the patient does not mis- 
takenly get ordinary gelatin dessert powders, 
4 which are 85% sugar. 











CHARLES B. KNOX GELATINE COMPANY, INC. ¢* JOHNSTOWN, NEW YORK 





KNOX GELATINE is a low residue protein 
food, readily digested and absorbed. A good 
dietary supplement for your aging patients, 
it contains 7 out of 8 essential amino acids 
and a majority of the 23 amino acids making 
up protein. A protective colloid of the emul- 
soid type, KNOX GELATINE has a pH of 
about 6, making it compatible with every 
known food. 


s Recommend Knox Concentrated High Protein Drink For Your Aging Patients 
" KNOX CONCENTRATED GELATINE 


DRINK — Instruct the patient to pour one 
envelope of Knox Gelatine (7 grams — 28 
calories) into a % glass of unsweetened fruit 
juice or water, not iced; let the liquid absorb 
the gelatine, stir briskly and drink at once. 
If it thickens, add more liquid and stir again. 
Two envelopes or more a day are average 
minimal doses. 


Available at grocery stores in 4-envelope family 
size and 32-envelope economy size packages. 
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GERIATRICS zn the NEWS 


{nnouncements for this department should be directed to 
GERIATRICS, Editorial Department, 84 South Tenth Street, 
Minneapolis 2, Minn., one month preceding publication date. 





Courses and Workshops be held at the University of Washington 
on November 11 to 13. For information 
write Office of Short Courses and Confer- 
ences, University of Wzshington, Seattle 5 


A Graduate Symposium ‘on Geriatric 
Medicine will be given by the American 
Geriatrics Society at the Roosevelt Hotel, 


New York City, November 12 and 13, The National Committee on the Aging 77 
1954. There is no registration fee. of the National Social Welfare Assembly 
A two-day Workshop on Retirement and will hold its annual meeting in New York 


. . Zity y > : ) ; 
Aging for top- level executives and person- City on November 4 and 5, 1954 


nel people is planned by the ee 


of Sociology and the Adult Education - 

Center of Saint Louis University for 

sometime between October and December. Vew Publications 

Tentative fees have been set at $100.00 Exhibits, Motion Pictures, Recordings, 
per person. For information write An- Scripts on Aging, a 17-page booklet list- 
thony Salamone, 3670 West Pine Boule- ing visual and auditory presentations, 


may be obtained from the U. S. Depart- 
ment of Health, Education, and Welfare, 


The first Northwest Institute on Serving Washington 25, D. C. 
the Needs of Our Aging Population will (Continued on page 506) | 


vard, St. Louis 8, Missouri. 
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Borcherat 


MALT SOUP 










Extract* 





A New Dietary Management for 


~ CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 


See dietary means without side effects.' Acts by promoting an 

ey: abundant fermentative bacteria in the colon, thus producing 

——— soft, easily evacuated stools. Retards growth of putrefactive 

organisms. By maintaining a favorable intestinal flora, Malt 

*Specially processed malt extract Soup Extract provides corrective therapy for the colon, too! 


neutralized with potassium carb- 
onate. In 8 oz. and 16 oz. bottles. 
1. Cass, l. J. and Frederik, W. S.: Malt 


Sovp Esta! os 0 Bowel Con antent Send for BORCHERDT MALT EXTRACT CO. 


tio 
n 


Seema damon, TIANA Wes) 1953. Sample 217 N. Wolcott Ave. . Chicago 12, Ill. 


DOSE: 2 tablespoonfuls b.i.d. until stools are soft 
(may take several days), then 1 or 2 Tbs. at bedtime. 











ON THE JOB. . 


. AND AT PLAY 





Gratifying relief from distressing urinary symptoms 


(PHENYLAZO-DIAMINO-PYRIDINE HCL) 


In a matter of minutes, PyRIDIUM reaches the site 
of inflammation with a soothing local analgesic 
action that brings prompt comfort to patients 
suffering from the pain, burning, frequency and 
urgency of urinary infections. 

PyRIDIUM is compatible with sulfonamides and 
antibiotics and may be administered concomi- 
tantly to provide a dual therapeutic approach 
embracing symptomatic relief and anti-infective 
action. 


SUPPLIED: 0.1 Gm. (1% gr.) tablets, in vials of 
12 and bottles of 50, 500, 1000. 

PyRIDIUM is the registered trade-mark of Nepera 
Chemical Co., Inc. for its brand of phenylazo-diamino- 
pyridine HCl. Sharp & Dohme, Division of Merck 
& Co., Inc., sole distributor in the United States. 


SHARP & DOHME 
Philadelphia 1, Pa. 
Division of MERCK & CO., INc. 
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GERIATRICS im the NEWS 


(Continued from page 504) 


Standards of Design: Housing for the 
Elderly, a treatise on standards of design 
as they are applied to noninstitutional 
housing for the aged, has recently been 
issued by the Massachusetts State Hous- 
ing Board. It was prepared as an aid in 
the development of both private and pub- 
lic housing, especially of the one and 
two person household typical of three- 
fourths of the aging. Copies may be ob- 
tained free of charge through the Massa- 
chusetts State Housing Board, Boston, 
Massachusetts. 


The 1954 edition of An Inventory of 
Social and Economic Research in Health, 
has just been released by the Health In- 
formation Foundation, 420 Lexington 
Avenue, New York 17. Compiled by Fred- 
erick R. Strunk, the inventory is a com- 
pilation of current and recently com- 
pleted research projects dealing largely 
with the social and economic aspects of 
health programs and health prob!ems. 


Care of the Long-Term Patient: A Source 
Book on Size and Characteristics of the 
Problem is a release of the U. S. Depart- 
ment of Health, Education and Welfare. 


GERIATRICS 










It is available at sixty cents a copy from 
the Government Printing Office, Wash- 
ington 25, D. C. 


e 
Rehabilitation Service for Aging 


Goldwater Memorial Hospital, New York 
City, has established a Geriatric Rehabili- 
tation Service with beds for 100 men and 
women 60 years of age or older. This is 
a joint project of the city’s Department 
of Hospitals and the New York Uni- 
versity Bellevue Medical Center with 
help of funds from the New York 
Foundation. 
e 


Proctology Fellowship 


The International Academy of Proctology 
has established a teaching and research 
fellowship in proctology under the direc- 
tion of Dr. Marcus D. Kogel, dean of 
Albert Einstein College of Medicine, New 
York City. The Academy has voted a 
$1000 annual grant for each of three 
years to assist in the development of re- 
search and educational projects in proc- 
tology at the university. 





Old Age Benefits... 
from TESTRAMONE and VITRAMONE 


Testramone and Vitramone have an important place in the treatment of general debilities 
of old age, such as poor appetite, bad sleeping habits, inadequate nutrition, hepatic insuf- 
ficiency, bowel impairment and dysfunction, tired sluggish feeling, and similar conditions. 















Supplied in 10 cc. multiple dose ampul vials 
for intramuscular injection. Recommended 
dose 1 cc., most effective when 4 cc. each is 
given in same syringe. 


TESTRAMONE*— Each CC. Contains, in Aqueous Suspension: 








MND «vcs case sis cushsnesues 66a 1242 mg 
Thiamine HCI . “ 10 mg 
Riboflavin .. ... 2 mg 
Pyridoxine HCI 5 mg 
PETRDUMRMNIGO occ cccscccccccscsns 40 mg 
|. eS 50 mg 
Choline Chloride 10 mo 
d.l. Methionine 10 mo 


VITRAMONE*— Each CC. Contains, in Aqueous Suspension: 


Estrogenic hormone (natural)....... 1 mg (10,000 Intern units) 
0 SL eer oe Perr 10 mg 
Riboflavin ...... mg 
Pyridoxine HCI mo 
Niacinamide ... mg 
Inositol ...... a mg 
Choline Chloride mg 
Gi, TRUTOMEND oon os ccna vcten bees eedkecactesvece cues mg 





*U. S. Patent applied for. 


Send for literature and professional samples of these aids in the 
treatment of male climacteric and menopause. 


5109 GERMANTOWN AVENUE 
PHILADELPHIA 44, PA. 
PHONE: VICTOR 4-0936 
















tablets 


the predominant anti-rheumatic hormone, “... highly effective 

in suppressing the activity of the disease and... 

maintaining control of rheumatic manifestations.” Side actions are 
“fewer and less pronounced.’ 


(brand of hydrocortisone) 


scored tablets, 10 mg. and 20 mg. 

) Topical Ointment 

Topical Ointment with Hydrochloride 

Acetate Aqueous Suspension for intra-articular injection 
Acetate Ophthalmic Ointment 

) Ophthalmic Suspension 

; New easier-to-write, easier-to-rremember name 

; Pfizer R LAB Brooklyn 6, New York 


Division, Chas. Pfizer & Co., Inc. 


1, Boland, E, W., and Headley, N. E.: J.A.M.A. 148:981, March 22, 1952, 2. Boland, E, W.: M. 
Clin, North America, Philadelphia and London, W, B, Saunders Company, March, 1954, p. 337. 








*brand of oxytetracycline —_ t brand of oxytetracycline and hydrocortisone 








Enriched Bread 


Dietary Planning 


Because of its nutritional, dietetic, and 
physiologic values, enriched bread simpli- 
fies in many ways the organization of 
dietaries suited to the special require- 
ments of patients. 


FOR THE SURGICAL PATIENT... 


oS The first solid food after 

——=~ surgery is toasted en- 
riched bread, slightly 
buttered. This practice 
has become a tradition—almost a ritual— 
because of the very nature of toast. It is 
bland, easily digested, and yields little 
inert residue. Its golden, warm appear- 
ance is pleasing to the eye; its mild taste 
appeals to the palate. Its nutrient energy 
plays a role in the physiologic and 
psychologic re-awakening of metabolic 
processes depressed under the “nothing 
by mouth” conditions immediately fol- 
lowing surgery. With increasing tolerance 
for food it becomes an important com- 
ponent of the soft diet and later of the 
therapeutic diet.' Its valuable protein, B 
vitamins, iron, calcium and calories help 
the patient to regain nutritional efficiency. 


FOR THE CONVALESCENT... 


Enriched bread figures 
prominently in the 
dietary regimen in con- 
valescence after acute 
infections, other serious 
illness, or trauma. 
Supplying 13 grams of high grade pro- 
tein per 54% ounces (estimated average 














daily consumption), enriched bread 
makes an important contribution to the 
daily protein need. Its protein, comprising 
flour, milk, and yeast proteins, functions 
in the healing of wounds and in the re- 
building of wasted tissues.” In addition, 
5% ounces of enriched bread supplies on 
the average 0.37 mg. of thiamine, 0.23 mg. 
of riboflavin, 3.4 mg. of niacin, 4.1 mg. of 
iron, 137 mg. of calcium, and 418 calories. 


FOR THE CHRONICALLY ILL... 


In the formulation of 
palatable and nutritious 
menus for the debili- 
tated, chronically ill, the 
advantages of enriched 
bread serve well. 

In anorexia, enriched bread or toast 
stimulates the appetite. It is easily 
masticated and readily digested, features 
particularly important for elderly pa- 
tients. Its favorable textural influence 
within the alimentary tract*® promotes 
good utilization of ingested foods. 





ray 


. The Committee on Dietetics of the Mayo Clinic: Mayo 
Clinic Diet. Manual, ed. 2, Philadelphia, W. B. Saunders 
Company, 1954. 


N 


Sherman, H.C.: Chemistry of Food and Nutrition, ed. 8, 
New York, The Macmillan Co., 1952, pp. 212, 599. 


wo 


. Sherman, H.C.: The Nutritional Improvement of Life, 
New York, Columbia University Press, 1950, p. 133. 


The Seal of Acceptance denotes that the 
nutritional statements made in this advertise- 
ment are acceptable to the Council on Foods 
and Nutrition of the American Medical 
Association. 
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AMERICAN BAKERS ASSOCIATION 


20 NORTH WACKER DRIVE 


e CHICAGO 6, ILLINOIS 
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new potency, 125 mg. per 5 cc., 


for dosage convenience— 


plus good taste during and after 


CC LAC VIP ries oo rerrscvcune 


Oral suspension 


(CHOCOLATE FLAVORED) 


Uniquely palatable dosage form for the treatment of a wide range of 
common infections with the newest broad-spectrum antibiotic, distin- 


guished for unsurpassed tolerance and rapid efficacy. 


newly formulated to assure maximum cooperation in 
your dosage regimens, for chocolate flavor is universally regarded as a 


favorite of young and old. 


newly formulated for further convenience in dosage 
for patients, young and old alike—each teaspoonful of new Tetracyn 
Oral Suspension contains /25 mg. of tetracycline. Dosage is easily ad- 


justed for the smallest or largest patient. 


Tetracyn Oral Suspension (chocolate flavored) 
is supplied in a 2 oz., silicone-treated, “drain-free” bottle containing 1.5 


Gm. of Tetracyn. When reconstituted, the chocolate-flavored suspen- 


sion supplies 125 mg. of tetracycline in each palatable teaspoonful (5 ce.). 







536 Lake Shore Drive, Chicago 11, Illinois 


ETHICAL PHARMACEUTICALS FOR NEEDS BASIC TO MEDICINE MH TRADEMARK 





45A 











4, 


N. 








Non-narcotic 
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Syrup SED U |e) | ‘Roche’ 


HOFFMANN-LA ROCHE INC e 


Soothing 
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SEOULON®..BRAND OF DIHYPRYLONE (3,3-DIETHYL-2,4-DIOXO-PIPERIDINE) 


















CIBA INTRODUCES 


phenyrlacetate 


(testosterone phenylacetate CIBA) 


most potent, 
most prolonged 


act ion OF ANY ANDROGEN | 


10-ml. multiple-dose vials; each ml. contains 50 mg. 
PERANDREN phenylacetate, 1% procaine hydrochloride. 


1. Reifenstein, E. C., Jr., Howard, R. P., Turner, H. H., and Low- 
rimore, B. S.: J. Am. Ger. Soc. 2:293 (May) 1954. 2. Looney, J. M.: tio I B A 
Presented by title at the 36th Annual Meeting of The Endocrine 
Society, June 17-19, 1954, San Francisco, Calif. 3. Lloyd, C. W.: 
Personal communication. SU RoR bts Ra 
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ACHROMYEEN 


aston 


. se Cree 
PERSOBS 
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SPERSOIDS*: 50 mg. per teaspoonful (3.0 Gm.) 


Dispersible Powder 












i PEDIATRIC DROPS: Cherry flavor. 
{ Approx. 25 mg. per 5 drops. 
~ Graduated dropper 


OINTMENT (3% ) 


Ame 


ACHROMYCIN 

Tetreacyeine Cepstattine 

tar GHEAL St SPENSEON 
1.5 Gm. 





ORAL SUSPENSION: Cherry flavor. 
250 mg. per 5 cc. teaspoonful. 








now available in these many convenient forms: 
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TABLETS: 250 mg., 100 mg., 50 mg. 





CAPSULES: 250 mg., 100 mg., 50 mg. 
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INTRAVENOUS: 500 mg., 250 mg., 100 mg. INTRAMUSCULAR: 100 mg. 
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Tetracycline Lederle 


ACHROMYCIN, the new broad-spectrum antibiotic, is now 
available in a wide range of forms for oral, topical and 
parenteral use in children and adults. New forms are being 
prepared as rapidly as research permits. 


ACHROMYCIN is definitely less irritating to the gastroin- 
testinal tract. It is more rapidly diffusible in body tissues 
and fluids. It maintains effective potency for a full 24-hours 
in solution. 


ACHROMYCIN has proved effective against beta hemolytic 
streptococcic infections, E. coli, meningococci, staphylo- 
cocci, pneumococci and gonococci, acute bronchitis, bron- 
chiolitis, pertussis and the atypical pneumonias, as well as 
EAR SOLUTION (0.5% ) virus-like and mixed infections. 





> 
LEDERLE LABORATORIES DIVISION amenscan Cyanamid COMPANY Pearl River, N.Y. 














This New McGuire Urinal Weighs Only 3 Ounces 
Has Never-leak Penile Sheath Easily Cut to Fit 


Incontinent patients welcome this new, light- 
weight, comfortable McGuire Urinal that won't 
leak even when they are sitting or lying down. 


The elastic supporter fits comfortably without belts 
or buckles to adjust. 


Leakage is prevented by the conical-shaped penile 
sheath which can be cut with a pair of scissors to the 
proper size for perfect fit and comfort. 


Bunts reports that the new McGuire Urinal ‘‘has 
been most satisfactory in the care of the paraplegic 
and other patients with true or pseudo inconti- 
nence.*”! 


The capacity of the McGuire Urinal is 5 ounces. 
When additional capacity is needed, any standard 
Bard Leg Bag can be easily attached to the threaded 
opening at the bottom of the urinal. For night use 
or bedside drainage, a rubber tube with threaded 
fitting is available. 


3 BELT SIZES ARE AVAILABLE 

508S for waist size 26” to 32” 

508M for waist size 32” to 38” 

508L for waist size 38” to 44” 
Retail Price $8.50 


1. Bunts, R. Carl: A Practical 
Apparatus for Urinary 
Incontinence, J. Urol., 70:555  - 





Order from Your Surgical Supply Dealer 
Write for Bard Catalog of Urological Appliances 


a) c. R. BARD. INC. Summit, New Jersey 


Two Methods that 
Solve Leakage Problem 


cl McGUIRE URINAL 


x CUNNINGHAM CLAMP 


Figure 1. Avoids 
discomfort by 
proper contour, 
rubber pads and 
ratchet catch. 


Figure 2. 
Easily shaped 
by hand 

to give desired 
contour. 





EFFECTIVE FOR MALE PATIENTS OF ALL AGES 


Enuresis of male patients is easily controlled | 
by this lightweight Cunningham Clamp. The 
rubber covered malleable frame may be shaped 
by hand. This permits proper adjustment for 
any size organ. Comfort is provided by the soft 
sponge-rubber pads. The metal catch guards 
against accidental opening. 


405L-_ Large $3.75 405R — Regular $3.00 
405) Juvenile $3.75 
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In infectious and allergic rhinitis and sinusitis 


Biomydrin “is effective as an antibiotic.in clearing 


the nose of pathogenic organisms and purulent 
secretions. In many cases, sterile cultures were 
obtained after a brief period of treatment.” 


Antibiotics & Chemotherapy 3:299 (March) 1953. 






















The Biomydrin formula 
THONZONIUM BROMIDE 0.05%. Synthe- 












































Improvement in 113 of 124 Patients* sized in the Nepera laboratories. Exceed- 
ene ingly potent antibacterial. Greatly 
Diagnosis  —————C—C~“C‘éO:Paatiient's | Improve enhances the antibiotic activity of neo- 
_ Chronic catarrhal rhinitis 11 a mycin and gramicidin. Reduces surface 
Chronic allergic rhinitis 26 | 25 tension, facilitating spreading and pene- 
Right maxillary sinusitis oy trating. Mucolytic. 
Chronic naso-pharyngeal NEOMYCIN SULFATE 0.1%. Effective 
ao 2 : : against gram-positive and gram-negative 
ee 
~ Coryza, Head cold, GRAMICIDIN 0.005%. Effective against 
Catarrhal rhinitis 58 51 gram-positive organisms. 
_ nee 2 | 1 | PHENYLEPHRINE HCl 0.25%. Widely 
_ Acute catarrh 4 _ preferred vasoconstrictor. 
Hypertrophic rhinitis _ 12 | 12 |  pHONZYLAMINE HCI 1.0%. Therapeutic 
TOTAL 124 113 concentration of this effective antihista- 
(91.1%) ae : 5 ; A 
minic aids in controlling local allergic 
* Eye, Ear, Nose and Throat Monthly 32:512 (Sept.) 1953. manifestations. 
¢ Prompt, prolonged shrinkage of nasal 
be mucosa without secondary congestion. 
, V4 ¢ pH is 6.2. Isotonic and buffered. 
WW * @ Does not interfere with ciliary activity. 
e Spray covers larger area than could be 
reached by drops. 
@ Available on prescription only. 
DOSAGE: Adults—2 or 3 sprays in each nostril; 4 or 5 
times a day as needed, or as directed by physician. 










Children—1 or 2 sprays in each nostril; 4 or 5 times a 
day as needed, or as directed by physician, 


BIOMYDRIN 


*BIOMYORIN’ AND "THONZONIUM BROMIDE’ ARE TRADEMARKS OF NEPERA CHEMICAL CO., 


Nepera Chemical Co., Inc. Pharmaceutical Manufacturers, Yonkers 2, N. Y. 
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The most modern a POLYCYCLINE 
Broad-Spectrum Antibiotic CAPSULES 


(TETRACYCLINE Bristol) ] 







eee 


— 100 mg., bottles 7 
of 25 and 100. 7 
— 250 mg., bottles 





. — Oxytetracycline 


c! 
a> — Chlortetracycline 


— TETRACYCLINE 
POLYCYCLINE 


POLYCYCLINE 


TRADE MARK (TETRACYCLINE Bristol!) 























— the ONLY 
oral suspension 
of tetracycline that is 





ready-to-use. : 
—the only tetracycline produced directly by Requires no re- 
fermentation from a new species of Streptomyces constitution, no 


addition of diluent, 

no refrigeration — 
stable at room temper- 
ature for 18 months. Has 


isolated by Bristol Laboratories...rather than 
by the chemical modification of older broad- 
spectrum antibiotics. 





say effective in broad range appealing “crushed - fruit” ~, 

Co ; * flavor. Supplied in bottles of rol “— 
against grom-positive and gram- 30 cc., in concentration of wr 
negative organisms. > 


250 mg. per 5 cc. 
less toxic 


(lower incidence of side reactions) 
than older broad-spectrum antibiotics. 





(TETRACYCLINE Bristol) 
more soluble 
Dosage: average adult, 


than chlortetracycline (quicker 1 gram daily, divided doses; 


absorption, wider diffusion). children in proportion 
to body weight. 


more stable in solution 
than chlortetracycline or oxytetracycline 
(higher, more sustained, blood levels). 






LABORATORIES INC. 
SYRACUSE, NEW YORK 


When you think of Tetracycline, think of 
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IN ARTHRITIS 


i) 


massive 
salicylate 
dosage 


MASSIVE DOSA 
To obtain maximum results, 
high salicylate blood levels are re- 
quired. This means high oral dosage 
which can be attained, without 
excessive gastric disturbance, by using 
Salcedrox. 


Salcedrox virtually eliminates gastric dis- 
turbance, because of the protective 
combination with activated aluminum hydrox- 
ide and calcium carbonate. 


Salcedrox also contains a high dose of vitamin 
C, because it has been observed that rheu- 
matic and arthritic states show vitamin C de- 
ficiencies, and salicylate therapy has a 
tendency to intensify depletion of vitamin C. 


There is significant evidence that salicylates, 
through action on the hypothalamus, stimulate the 
Pituitary, producing an ACTH- like effect on the 


adrenal cortex. * 


This new concept of salicylate action explains 
many of the clinical results obtained with 
Salicylate therapy in the treatment of arthrit- 
ides and rheumatic afflictions—observed 
results that cannot be attributed to 
analgesic action alone. 

*Proceedings Soc. Exp. Bio. Med., 1952, 
v80, 51-55, G. Cronheim, et al, 


FORMULA 
Sodium Salicylate..5 gr. (0.3 Gm.) 
Aluminum Hydroxide Gel. 
dried see Qt. (0.12 Gm.) ry 
Calcium Ascorbate.....1 gr. (60 mg.) 


BRISTOL, TENN. 


(equivalent to 50 mg. Ascorbic 
Acid) 
Calcium Carbonate....1 gr. (60 mg.) 


send for 
po) \ 1 >) Le) ¢ 


literature 








DUE TO URINARY INCONTINENCE 


PREVENTION OF SKIN EXCORIATIONS 


SUPRAPUBIC 
SINUS 





SENILITY 








NEPHROSTOMY 
SINUS 


URETEROSTOMY 


SINUS 


without fear of boric acids cumulative 
toxicity by transcutaneous absorption 


Boric acid’s toxicity, by cumulative transcu- 
taneous absorption frequently resulting in death, 
has brought decided disfavor to this once re- 
spected chemical.'*:*.4.°.° 

Boric acid solutions greater than 2%, formed 
with commercial borated dusting powders in the 
presence of moisture, may be detrimental to 
natural phagocytic protection.’ 

An alarming series of unfavorable reports 
on boric acid has led the U. S. Armed Forces to 
suggest that use of boric acid is unreasonable, 
when an effective, non-toxic alternate is avail- 
able.*. 


BORIC ACID POISONINGS 

Ross, ¢ A.: A. J. Surg. 60:386, 1943 
Watson, E. H.: J.A.M.A. 129:332, 1945 

3. Abramson, H.: Pediatrics 4:719, 1949 

McNally, W. D.: Medical Record 160:284, 1947 
Pfeiffer, C. C.: J.A.M.A. 128:266, 1945 
3. Brooke, C.: Am. J. Dis. Child. 82:465, 1951 
Novak, M.: J. A. Ph. A. Se. Ed. XL:428, 1951 


S. ARMED FORCES FIND 


Camarata, S. J.: U. S. Armed Forces Med J. 2:3, 1951 
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BENZETHONIUM CHLORIDE) 


Diaparene Chloride is a safe deodorant-anti- 
septic that remains antiseptic even in the pres- 
ence of proteinaceous matter. Tabletized to make 
solutions for wet or dry dressings, or impregna- 
tion of breech cloths, draw sheets, bed linens. 
Also available as an ointment and dusting pow- 
der. May be used liberally on bed sores and 
urinary excoriations. without fear of boric acid’s 
cumulative toxicity.10:!1-12.18.14,15,16 


W rite Today for professional instruction sheets 
on “HOW TO NURSE THE BEDRIDDEN 
AND AMBULATORY INCONTINENT.” Kind- 


ly state quantity of sheets desired. 


9. Kunkel, A. M.: U. S. Army Chemical Center, Med. Div. Special 
Report No, 2, 1950 


SAFETY, EFFECTIVENESS OF DIAPARENE CHLORIDE 
10. Benson, R. A.: J. Ped. 31:4, 1947 

1f. Ibid.: J. Ped. 34:1, 1949 

12. Nagamatsu, G.: Geriatrics 4:5, 1949 

13. Niedelman, M. L.: J. Ped. 37:762, 1950 

14. Latlief, M. A.: J. Ped. 39:730, 1951 

15. Silverstein, M. E.: Am. J. Nursing 52:63, 1952 

16. Fanchon, J.: J. Am. Pharm. Assn, 37:272, 1948 








® DEPT. G, PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORP., 380 SECOND AVENUE, NEW YORK 10, N. Y. 


544A 








d’s 


ets 
EN 


nd- 


cial 











“Mercaptomerin sodium 


























| Thiomerin sodium | is 
an ef ective mercurial 
diuretic which produces 
much less local irritation 
on injection than other 
organomercurial 
compounds used for this 


purpose. om 


EDEMA CONTROL BY 
SUBCUTANEOUS INJECTION 





Low in toxicity, effective in diuresis, depend- 
able in response, THIOMERIN is an agent of 
choice?* for combating edema. THIOMERIN’s 
thionated formulation affords diuresis with 
minimal toxicity—both local and systemic. 
These outstanding advantages, plus the ease 
of administration, frequently permit super- 
vised self-injection* in ambulatory patients. 
THIOMERIN offers these patients convenient 
edema-free maintenance and gentle, sustained 
effect.* Cardiac edema, nephrotic edema. 
hepatic edema. 

1. New and Nonofficial Remedies. J. B. Lippincott Co., 
Philadelphia, 1954, p. 349. 2. Herrmann, G.R., and others: 
Texas State J. Med. 46:75 (Feb.) 1950. 3. Grossman, J., 


and others: Circulation 7:508 (April) 1950. 4. Krehbiel, 
S., and Stewart, H.J.: J.A.M.A. 146:250 (May 19) 1951. 
*A review copy of a fully illustrated booklet for 4 _s 
patients, with step-by-step directions on subcu- ey: 
taneous injection, will be sent to physicians on ‘Si 
request. 


THIOMERIN: 
Wieih SODIUM 
® MERCGAPTOMERIN SODIUM 


Philadelphia 2. Pa. Mercurial Diuretic for Subcutaneous, Intramuscular or Intravenous Injection 


WHICH 
IS THE 
LARGER 


,  &) PANEL 
LONUEAAA 252 


Although the panel at the right 
seems a good bit larger, both 
are actually identical in size. 
Your eyes may sometimes deceive 
you, BUT... 


*4Ny Wag you LOOK AT Ir, 


YOU'RE ALWAYS RIGHT WITH 


WHOLE LIVER 
Vitamin B Complex Capsules 


Provides unfractionated whole liver, most 
complete B complex source; contains essen- 
tial factors missing from all other natural 
EF sources. Contains all the essential amino 
wHo x cory , acids. 

Vitamin B comple bees In all conditions characterized by deficiency 
le conaine 0% ok st eae : of factors of the vitamin B complex — in 
endocrine disturbance related to impairment 
of liver functions, such as: premenstrual 
tension, diminished libido and potency in 

the male and diabetes. 

In bottles of 100 and 500 


"Restoration of healthy — self-regulatory 
mechanisms should be the primary aim of 
nutritional therapy. This can only be ac- 
complished by supplying simultaneously all 
the necessary macro- and micronutrients in 
sufficiently intensive but not excessive 
amounts and in reasonable proportion." 
M. S. Biskind, M.D., Amer. J. Dig. Dis. 
March, 1953, 


Cah RAWL CHEMICAL COMPANY 


Pioneers in Whole Liver Vitamin Therapy 
for Free Samples b 
and Literature } 303 FOURTH AVENUE @ NEW YORK 10, N. Y. 

















For the smaller hospital—an “enormous advance”* 


A vital aid in reducing surgical risk is now 
at the disposal of every hospital, large and 
small. Blood volume studies by the Evans 
Blue technic require neither elaborate fa- 
cilities nor highly trained specialists. The 
notion that only major institutions can run 
the test “is a completely false assumption,” 
according to experience in a small South- 
ern hospital. 


“Readily mastered by the average techni- 
cian,”* the Evans Blue technic permits a 
far more reliable evaluation of actual blood 


Evans Blue‘! 


WARNER-CHILCOTT 
wLibonatorie 


NEW YORK 


deficits than is possible with older meth- 
ods.*:* Blood transfusions can be given 
exactly when needed, and in the exact 
amounts needed. 


The range of surgery has thus been vastly 
extended. Procedures which once seemed 
daring can now be performed — even in 
older patients — without fear of surgical or 
postoperative shock.'* 

1. Parsons, W. H., et al.: Ann. Surg. 135:791 (June) 1952, 
2. Whiting, J. A., and Hotz, R.: Surg., Gynec. & Obst, 
97:709 (Dec.) 1953. 3. Beling, C. A., et al.: Geriatrics 


7:179 (May-June) 1952. 4. Barbour, C. M., Jr., and Ten- 
nant, R.: J. Urol, 71:497 (April) 1954. 


5.0 cc. ampuls—No 
weighing or calibra- 
tion required. A vail- 
Gbhle at leading 
laboratory supply 
houses. Literature 





(T-1824) 


sent on request. 








NEWS from Our Advertzsers 











W arner-Hudnut Names Charles T. 
Silloway President of Warner- 
Chilcott Laboratories 


Charles T 
Warner-Hudnut, Inc., has been named 
president of Warner-Chilcott Laboratories, 
the company’s pharmaceutical division 
which conducts all the company’s domestic 
pharmaceutical business, now more than 
half of the company’s annual sales volume. 

Mr. Silloway was born in Duluth, Minn. 
April 7, 1913. He attended William Penn 
Charter school in Philadelphia and was 
graduated from Princeton university in 
1934. Prior to joining Warner-Hudnut in 
1952, he was associated for thirteen years 
with the Maltine Company (later Chilcott 


. Silloway, vice president of 


Laboratories ) rising from salesman to ex- 
ecutive vice president. Since 1952, he has 
been in charge of Warner-Chilcott sales 
and administration. He has family con- 
nections in Minneapolis where he has been 
an occasional visitor since his boyhood. 
Among leading pharmaceutical products 
manufactured by Warner-Chilcott Labor- 


ateries are Gelusil, for the treatment of 


peptic ulcer; the anti-asthmatic drug, Ted- 
ral; Peritrate, for the prevention of angina 
pectoris; the hypotensive agent Methium 
Chloride; Proloid, a purified thyroid ex- 
tract, and the laxatives Agoral and Cello- 
thyl. In Mr. Silloway’s new post he will 
have general management responsibility 
for the pharmaceutical business, including 
all domestic sales, operating and research 
activities. 

e 
Robert A. Hardt of Hoffmann- 
La Roche Elected President 
of ALMA. 


Robert A. Hardt, vice-president and di- 
rector of Hoffmann-La Roche, Inc., Nutley, 
N. J., is president of the American Phar- 
maceutical Manufacturers’ Association. A 
well-known figure in the pharmaceutical 
industry, Mr. Hardt joined Hoffmann-La 
Roche in 1946 to take charge of the firm’s 
sales and advertising. He serves on the 
board of the National Pharmaceutical 
Council, Inc., and is the author of numer- 
ous articles on pharmacy and the pharma 
ceutical industry. 
































This is the lounge in McFarland 
Hall, the open unit of Hall- 
Brooke for convalescent and 
psychoneurotic patients. Com- 
fortable surroundings are consid- 
ered. important in this modern 
psychiatric hospital devoted to 


active treatment, analytically- oriented psychotherapy, and the 


various somatic therapies. 


Hall-Brooke 


Greens Farms, nox 31, Connecticut 
Telephone: Westport, CApital 7-5105 


George S. Hughes, M.D., Medical Director 
Leo H. Berman, M.D., Clinical Director 


Heide F. Bernard 


Samuel Bernard 
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A twelve-year-old cuts his foot—it heals 
completely in a few days. But the boy’s 
grandfather who barks his shin may soon 
be nursing a resistant ulceration. Old age 
puts many obstacles in the way of the 
healing process, 


In later life, intake of protein and vitamin C— 
both indispensable to prompt wound healing — 
is frequently deficient due to poor appetite, 
impaired digestion or addiction to food fads. 
In geriatric patients the ebbing of hormonal 
secretions which favor protein formation and 
retention may further hinder the repair proc- 
ess. Defects in the vascular system often impair 
healing, and reduced activity in later life 
aggravates inadequate circulation. 


Management of these systemic deficiencies is 
of primary importance, but in treating older 
patients with resistant lesions, the physician 
also welcomes a topical medication which can 
assist the healing process. 


supplement to systemic therapy 


CHLORESIUM® “,,.may overcome retard- 
ing factors so as to bring the healing 
rate up to or toward the normal rate.”! 
(N. N. R. 1954) Beneficial results are widely 
reported with use of CHLORESIUM OINTMENT 
and SOLUTION (containing water-soluble chlo- 
rophyll derivatives) in slow-healing bedsores, 
varicose ulcers, and other resistant lesions. 


( Kystan) company + Mount Vernon, New York 


...and healing 


In a Veterans Administration study of eleven 
medications for treatment of decubitus ulcers, 
**’..the most effective agent is generally agreed 
to be chlorophyll ointment and liquid.’ It was 


“ 


also reported that CHLORESIUM “...excels any 
previously used agent for local treatment of leg 
ulcers....”3 Statistical analysis has shown that 
“.,.the increased healing rate produced by 
CHLORESIUM is significant.”* “The rapid gran- 
ulation and absence of local irritation or toxic- 
ity and the good epithelization were most 
impressive...."3 


odor eliminated 

In addition, the offensive odor so characteristic 
of slow-healing lesions was “...largely elimi- 
nated after the first few applications [of 
CH LoreEsIuM]...."3 This action is consistently 
reported in all clinical studies of CHLORESIUM 
in foul-smelling wounds. including malignant 
lesions. 

Many physicians are using CHLORESIUM 
for the benefit of their geriatric patients. 
To see what it can do for your older 
patients, send in the attached coupon for 
a generous clinical supply. 





references 


(1) Council on Pharmacy and Chemistry, A.M.A.: New and 
Nonofficial Remedies, Philadelphia, J. B. Lippincott Company, 
1954, p. 543. (2) Pollock, L. J., and others: J.A.M.A. 146:1551 
(Aug. 25) 1951. (3) Edwards, B. J.: Physiotherapy 40;:177, 1954. 
(4) Barnes, T. C., and Amoroso, M. D.: Am. J. Surg. 87 :805, 
1954. 


CuHLoresium OINTMENT: l-ounce and 4-ounce tubes. 
Cuoresium So.ution (Plain) : 2-ounce and 8-ounce bottles. 
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: Please forward a generous supply of CHLORESIUM - 
: OINTMENT for use on resistant, foul-smelling lesions. : 
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When they complain of chronic fatigue, it may be an early 
symptom of nutritional inadequacy. 

For such patients MEJALIN and only MEJALIN provides 
complete B complex protection. Only Mejalin supplies all 
11 of the identified B complex vitamins plus liver and iron. 

Mejalin may be of decided help in treating the hard- 
driving executive who complains of fatigue or ‘‘forgets to 
eat'’...the finicky youngster with a poor appetite, the 
elderly patient who lives on tea and toast .. . the pregnant 
woman who does not eat enough of the right kinds of 
foods. In fact, anyone who eats poorly or sporadically, 
complains of fatigue, or who requires extra vitamin pro- 
tection, can benefit from Mejalin. 

Available in two pleasant dosage forms, liquid and 
capsule, Mejalin assures patient acceptance. 








Mejalin 


the complete vitamin B complex supplement 








One teaspoonful of Mejalin Liquid 
or 1 Mejalin Capsule supplies: 


Niacinamide. . . 


Pyridoxine hydrochloride..... 
Pantothenic acid............005 
. 50 mg. 
. 20 mg. 


UOMO s5c50cexde 


Inositol. .... 

Vitamin By2 (cry . 
PONG ROMs <4 58 critnee sient sie 
BION. . ce vveseriscecsicaves 


Para-aminobenzoic acid 
Liver fraction..... 





1 mg. 
1 mg. 


. 10 mg. 
. 0.2 mg. 


1 mg. 


0.33 meg. 


. 0.2 mg. 


0.02 mg. 


. 0.5 mg. 
Kin Sciae eases ae” Amie 
Iron (from ferrous sulfate)...... 


7.5 mg. 


Mejalin Liquid: Bottles of 12 ounces. 


Mejalin Capsules: Bottles of 100 and 500. 





MEAD JOHNSON & COMPANY « EVANSVILLE, INDIANA, U.S. A. eZ 
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secondary to myocardial infarction 


myocardial infarction 


L. coronary a. occlusion 





m.. 0 
be 
A series of 14 cases of severe shock / ‘ 2 ~ ‘i a 
accompanying myocardial infarction was if SW VINES 
treated by various methods. All of the 6 patients_ 


who received Levophed recovered despite the presence 
of congestive heart failure.’ Write for detailed literature 


The practically instant pressor effect of Levophed— 
within 10 to 30 seconds— may usually be 
maintained at desired levels almost indefinitely. 
NEW YORK 18, N. Y. » WINDSOR, ONT. 


1. Gazes, P. C., Goldberg, L. I., and Darby, T. D.: Circulation, 8: 883, Dec., 1953. 


Levophed bitartrate, brand of levarterenol bitartrate 


MORE THAN IRON ALONE moy be needed for red blood cell 


development and maturation. ‘‘Bemotinic’’ supplies all factors known 


oll o-M-TS% Tih flo] Mcolmuileb dite] Mil-tuile) eLeyi-LitomelileMallalxe Mat leit 


In addition to the convenient capsule form, “Bemotinic” is also supplied as a liquid — an 
extremely palatable orange-flavored preparation with no aftertaste, easy to pour, and non- 


alcoholic. 


“BEMOTINIC" LIQUID 

Each teaspoonful (5 cc.) contains: 

Ferric ammonium citrate 200.0 mg. 

Vitamin By U.S.P. (crystalline) . 4.0 meg. 

Extractive as obtained from .. 450.0 mg. 
of fresh gastric tissue 

Folic acid U.S.P. . 0.33 mg. 

Thiamine HCl (B:) 15 mg. 

Riboflavin (Bz) .- SD en. 

Pyridoxine HCI (Be) . 0.2 mg. 

No. 940 — Bottles of 16 fluidounces and 1 gallon. 

SUGGESTED DOSAGE: 

Adults: 1 to 2 teaspoonfuls. Children: 4 to 1 teaspoon- 

ful. Three times daily, or more as required. Preferably 

taken with food. 


NEW YORK, N. Y. 


“‘BEMOTINIC’ CAPSULES 

Each capsule contains: 

Ferrous sulfate exsic. (3 gr.) vocccccccccccscsesees . 200.0 mg. 
Vitamin Bi U.S.P. (crystalline) 10.0 meg. 
Gastric mucosa (dried) ..... sesteveccavsiveseste, ANID 
Desiccated liver substance, N.F. .................. 100.0 mg. 
PONG MOIG CIB ors csesnssscsevacesvicsasertanie ... 0.67 mg. 
Thiamine mononitrate (B,) eis mg. 
Vitamin C (ascorbic acid) .0 mg. 


No. 340 — Bottles of 100 and 1,000. 


SUGGESTED DOSAGE: 


1 or 2 capsules three times daily, Preferably taken with 
food. 


MONTREAL, CANADA 





